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Foreword

¢ : -

Recognizing the continuing concern of the ArfRrican people for quality
medical care for their elderly, the Federal, Government -in 1974 proposed
regulations to require skilled nursing facilities (SNFs) to provide medical
direction for their staffs. This report describes the first in-depth examination

-~

~ of how SNFs responded so that requirement. The findings indicate that the

vast majority of the facilities reacted in'd positive manmier, Various models -
for providing medical direction were identified and all appear to have the,
potential for being an cﬂ'ccjv’c\forcc in improving patiént care. This report
will be of interest to those responsible for providing, financing, and oversee-
ing the.medical care provided to the clderly. It is to be hoped that this favor-
able response to Federal regulation is a harbinger of even greater attention
in the {uture to the medical and social needs of the aged.

o x { ‘ ’ v )
Gerald Rosenthal, Ph.D. : j - ' :
Directar
August 1979{ .
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Introduction =~

.

Prior to 1965, the nursing home was characterized by some as being “a pro-
gram islated from community health resources.”* In this period, nursing
homes acted individually it their arrangement of contractual agreements

~ with consultant health professionals, physicians for utilization review Metivi-

e TGN
§.

ties, and haspitals offering transfer agreements. In the years following 1965,

with the development of the Medicare and Medicaid legislation which pro-
vided reimbursement for the Kealthicare of 1otig-term’ pacients,a large nam-"

ber of new nuning hormes were established throughout the United States. As
ofteri’is the case, when tax revenue is expended in new sectors of the econ-
omy, public interest and concern follow. the determination ‘of, the “proper”
application of monies. Critical evaltations of institutionalized care given to
the aging patient became the concern of many organized groups of legisla-
tors, providers, families and guardians of nursing home residents. The follow-
ing redommendation of the Commission on‘Chxfonic Ilness in 1965 is an
example of such concern: ,
No single agency in any C(:mmunity- can meet all of the complex needs of
the long-term patient, yet without some central organization concerned
with those needs, gaps and overlaps in long-term care are almost inevitable.

~ . The task of sueh a central agency is formidable because of the wide range

in the needs of long-term patients, the multiplicity of ways through which
care is financed, conflicting interests and pressures, the existence of out-
moded facilities, and other factors. But the formidable nature of the task
is matched by the urgency of need'in every community.? ‘

It was fusther recommended by this commission that “. .. care of the .

chronically ill is inseparable from, general medical care. While it presents
certain special aspects, it cannot be medically isolated without running seri-
ous dangers of deterioration of quality of care and' medical stagnation.”®
Following such concern over the quality of care, and the need for unified
direction and control over the variety of mcdical‘ly related activities occurring

* Latt, Benjamin, "The Greater Neglect: Administrative Medicine in the Long-Term

. Care Facility” in The Medical Director in the Long-Term Care Facility, published by the
. American Medical Associstion, 1977, p. 74.

* Ibid., p. 75. ) , RN
*Ibid., p. 75. L

9
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. m\t daily operation of nursing homes, state associations ¢ the American
rd R :
i

cal Assaciation, welfare agencies, medijcaf centers, comMunity hospital
facilities and university-based medical sthool physician groups embarked on
attempts to dcvdop" a model or procéss by whizl such activities could best
be adMinistered. Throughout the remainder of the 1960’ and into the first
few years of the 1970, public attention was given to the products of this
activity, for e&ampic: the medical staff equivalent.concept, health insur-

~ance plans providing comprehensive medical services to welfare clients;

medical center medical-team supervision of care of nursing home residents;

community based medical teams providing services in nursing homes; and,

medical avisory comphittees, ' 4 _
Also established during this period was the Association of Nursing Home

- Physicians which held.its first mecting in April, 1967, in Baltimore, Mary--
+land. Fallowing ‘an election of a Beard of Directors, officers were elected and

a constifution was drafted. A passage from this constitution oytlining the
- ipurposestof the asociatioh ‘serves as’ another example ‘of public concerns

during this period of time: - w
These purposes are as follows: “To further the general health of the
chronically ill and/or aged through the acquisition, dissemination, and
exchange’of useful and accurate knowledge regarding the medical man-
agemery and ‘treatment of such individuals, and to undertake in their
interest such activities as will improve the welfare of these people. To
these ends it is the purpose of this Association to permit and encourage
similar local and state agsociations to become affiliated with it, and to
promote among physicians the free gxchange of knowledge in respect to
- this subject; to improve the standards of treatment of nursing home resi-
dents, to develop methods of médical care dcceptable to this Association.” *

The Executive Committee of the Association of Nursing Home Physicians
began to meet on a monthly basis and continygd to discuss the concept of
“medical direction,” tizc role of a “n}cdical director,” and this function in
relationship to the nursing home ‘ﬁdministrators and stafl. Members of this
Association also servgd on variols statewide committees concerned with
problems of the aging and chronically ill, and, through their activities, the
concept of medical direction began to receive cs'cn'grcufcr attention.

In early 1972, the medical director concept was accepted LY several na-

tional groups as an important step in the attempt to improve the quality of

care in nursing homes. Means to accomplish medical direction were at-
tempted, as mentioned carlier, through various individual and- group ar-
rangements. At this same time, a unification of Medicare and Medicaid

~ standards for “'skilled nursing care” led to drafts of new rcgulution/s. requir-

-~

* Gladue, J. Raymond. “Evolation of the Medical Director Concept” in The Medical
Director in the Long-T'erm Care Fadility, published by the American Medical Aisqc'm-
{tion, 1977, p. 4.
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~+ ing skilled nursing {aciliéics to have cither a medical director or an organized
‘medical staff. Spokesmen for the American Medical Association, the Ameri-

e,

&

an Geriatrics Society, the American Association of Nursing Home Physi-
. . - N e - .. . -
cians, and othery, testified in favor of this requirement, but it was not in-

" cluded in the final regulations issued January 17, 1974. However, on May 1,

1974! the Federal Register carried a “Notice of Proposed Rule Making:
Condition of Participation 405.1138” which propdsed that medical direc-
tion for cach skilled nursing facility be provided by a physician who would
serve as medical dircctor. This proposed regulation was modified and final-

izedt as 405.1122, as announced in the Federal Register, Vol. 39, No. 193,

October 3, 1974, effective January 2, 1976. Excerpts from this Federal
Register follow: : , ‘

“405.1121 . .. —
“U) Standerd: Patient care poiicies. The skilled nursing facility has

-, . written patient care policigs-to governuthe continuing skilled nursing care

- and related medical or other sérvices provided.
“(1) The facility has policies, which are.developed by the medical
director, ar the organized medical staff (see 405.1122), with the advice of
- (and with provision for review of such policies from time to time, but at
least annually, by) a group of professional perdonnel including one or more
‘physicians and pne or ‘more registered nurses, to govern the skilled nursing
care and related medical or other services it provides. The policies which
are available to admitting physicians, sponsoring agencies, patients, and
the public, reflect awareness of, and provision for, meeting the total medical

and psychosocial needs of patients, including admission, transfer, and

discharge planning: and the range of service available to patients, includ-
ing frequency of physician visits by each category of patients admitted.
These policies also include provisions to protect patients’ -personal and
property rights. Medical records and minutes of staff and comumittee meets
ings reflect that patient care is being rendered iy accordance with the
written patient care policies, and that utilization review cormmittee recom-
mendations regarding the policies are reviewed ard necessary steps taken
to ensure complicance. : .

- “(2) The wedical director or a registered nurse is designated, in writ-
ing, to be responsible for the execution of patient care policies. If the
responsibility for day-to-day execution of patient care policies has been
delegated to a registered nurse, the medical director serves-as the ad-

visory physician f?n whom she receives medical guidance. (See 405.1122°

(b))
3. A new 405.1122 is added to read as follows:

405.1122 Condition of participation—medical direction. ,
“The facilily retains, etfective not later than 12 full calendar montls from
December 2, 1974, pursuant to a written agreement, a physician, licensed
under State law to practice: medicine or osteopathy, to semve as medical
director on a part-time or full-time basis as is appropriate for the needs of
the patients and the facility, ¥ the facility has an organized medical staff,
the medical director is designated by the medical staff with approval of the

\ R ¥ }
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governing body. A medical director may be designated for a single facility

or multiple facilities through arrangements with a group of physicians,

- \|a local medical society, a hospital medical staff, or through another similar
rrangement. The medical director is responsible for the overall coordina-

tion of the medical care in the'facility to ensure the adequacy and appro-
priateness of the medical services provided to patients and to maintain
surveillance of the health status of employees. (See 405.1911 (b) regarding
waiver of the requirement for a medical director.) _

*(a) Standard: Coordination of medical care. Medical direction and
coordination of medicaf care in the facility are provided by a medical direc-

tor. The medical director is responsible for the development of written
bylaws, rules, and regulations which are approved by the governing body

and include delineation of the responsibilities of attending physicians.
Coordination of medical care includes liaison with attending physicians

to ensure their writing orders promptly upon admission of a patient, and
periodic evaluation of the adequacy and appropriateness of health pro-

_ .. fessional and supportive staff and services. o : x
“(b) Standard: Responsibilities\to the facility.. The medical director is
responsible for surveillance of th&é@lt}x status of the facility’s emplayees.
Incidents and accidents that oecur on the pretnises are reviewed by the
g medical director to identify hazards to health and safety. The admiriistra-
~ tor is given' appropriate information to help ensure a safe and sanitary
efivironment for patients and personnel. The medical director is respon.
sible for the execution of patient care policies in accordance with 405.1121

(1ya v < :

4405.1911 . . .

“(b) Waiver of medical director requirement. To the extent that

¢ - 405.1122 requires any skilled nursing facility to engage the services of a

medical director either part-time or full-time, the’%ecretary may waive such

" requirement for such periods as he deems appropriate if, based upon
documented findings of the State agency, he dftermines that:

“(1) Such facility is located in an area where the supply of physicians
is not sufficien? to permit compliance with, this requirement without seri-
ously reducing the availability of physician services within the area, and

“(2) Such {acility has made and continues to make a good faith effort
to comply with 4051122, but such compliance is impeded’ by the unavail-
‘ability of physicians in the area.”

Since the announcement of the “Condition of Participation,” a number
of varied opinions have appeared in professional journal articles concerning
the role of the medical director and the administrative alternatives for the,

. management of this activity. Of concern to many is the potential threat such
a role may present to existing administrative structurés and processes in
skilled nursing homes, To others, the mere existence of such a title and per-
son scems to ensurc®at an improvement will be seen in the quality of care
rendered by these facilities. Some health care professionals believe that the
medical director” will lead to improved relationships among all attending'

4 . i
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physxcxans, and subscqucntiy, to :dl those. pm\udmg care: decnts in the

facxhty\ - o~ '\

The pmhts ‘of view vary with mpect to thc effect of tlus regulation upon
thc skilled nursing facﬁxty in general;-and upon the admu'ustrator, the direc-
tog of nursing, attending physicians, staff and residents in  particular.
Whether one approaches medical chrccuon from a clinical, administrative,

Icgab financial, or moral standpoinit, the question remains as:!z: a!tcma-‘
tive models to be sclected in order to effectuate medical dn& n’ in the.
, most. appropriate maner, given a variety- of different condmo‘ \o investi- .

~'gate this question, Contract HRA 230-75-0213 was awarded to the"Grad-

‘yate School of Public Health at the University of Pittsburgh on July 1, 1975. .

Thc restidts of this” extensive study, conducted by an mtddxscxphna.ry team
oi rcscarchcrs, m‘c prcscntcd in ‘the n:mzumng sections of thss rcTn
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' Purpose and objectives . ST

* -« of the research R SN

&« ~ P -‘v’ . A )
' > X t ," R : - “"

' The most general purpose of this study was to describethe manner in which
. .nursiug'hamcs'that provide skilled care® responded to the Federal rcquirc-v‘
‘ment for medical dxrccnon. The specific ob;cctwes that guxdcd the research -
3 follow T : ‘ : .

. A To &sign and conduct a survey of certified skilled ‘nursing facth |
in the United States in order to gbtain descriptive~data indicating: (1) the
cxtcnt to Which they fulfilled the equirement to provide medical direction;
(2) the methods used to pmvxdwmcdxcal direction, and (3) characteristics

} of facilities that were unablc to fulfill the Federal rcquu'cmcnt for medical

_ dxrcctmn .
o B. T charactenzc thoac physxcx.ms who scrvc as mcchcal directors and to
' describe their activities. - " Y K

' C. To identify and describe in detall the various arrangc.mcnts for mcdx- :
.cal direction (models) \«hxch hayc bccn dcvciopcd and cmploycd by skilled
nursing facilities.

' In this rescarch a “skilled numsing facility” has been-defined as an institution or dis-
tinch part of an”institution which is primarily engaged ih pioviding skilled nursing care
and related services to inpatients, Sych an institution has in effect a transfer agreement
with one or more participating hospitals and meets the requirements for State licansure.
The term skilled nursing facility, does not include any institution which is prmwdy
for the care m‘ treatment of mental ducalea' nr tubemlom

* As establithed in the Federal regulatxom the medical director may be designated for
& single facility or & group of facilities and may be engaged on ?uil or part-tme basis.
- Medical direction may be carried out through a varitty of arrangements, e.g., an agreo-
ment with an individual physician, a group of physicians, a.hospital medical staff, a local
medical society, or other simifar arrmgcnw The medical director is respofisible for
the overall coosdination of the medical care in the facility to ensure that the care is
adequate and appropriate. [n addition he/she is rctpomxble for developing methods to
maigtain surveillance of the health status of employees. He/she ‘may or may not attend
pancms in the facility being served as medical director. :

L]
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Overview of methodology
| - . e 'l / , \ . o ‘ . . .

- General approach. Twa data collection efforts were required to meet the.
- objectives of this study. A systematic mail/telephone survey (called the “na-
ti q{gurvcy"} was designed and condycted to Wdc national descx‘xyuve
data pelative to the manner in whiclr skilled nursing facilities responded to
the requirement that they provide for medical direction. Secondly, 21 facili-

ties were identified and visited by project staff, in order to_explo through
“indepth discussjonis with the administrator, medical director and nursing di-

rector; the beha\noral aspects of the implementation of the concept of medi- .

cal direction. This aspect was cancd the “);podc.l study SN

-

Integration of ﬁela and sunrey research. The national survey and the .
model study were highly interrelated on both a methodological and on a
conceptual level. Figure { is'a chart listing the major variables addressed in
- the study showing the source of data for each and the postulated relation-
ships amang thern. They represent the major cnvxmnmcntal organizational

and personal factors which affect the formal arrangement for medical direc-

* tion a"d the actual behavior of those who are involved in Erovxdmg medical

_ direction. ' .

The analysis of data from the national surwey.was greatly enhanced by

* the knowledge gained through conducting the field_visits, since the staff be-

“came more sensitive to the -areas in which the questions were adequate as.
well as limited. On the other hand, the national survey data provide a basis
for detesnining the extent to which the case study. matc.mal is like or unlike
the cxpcncncc of thc totality of {acilities in thc U.S.

L)

s - 2

National survey ( :

_ Qucsﬁom:é development. Three qucstiomiaifcs were dcvdopcd for each
_ skilled nursing facility in the study sample: one for the administrator, one

: 7
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for the medicaﬁ' dir.br and one for the nhrsing director m\t}jc"famhty The

. administrator's questionnaire was the most detailed of ithe three instruments

and providedthe majority of the information needed 1o meet, the objectives

of the study. . The' qu&nennaura complctbci by the mcdxca} and nursing di-
to probe the respondent’s pcrccptmn about the per- -

rectors were dcvclopc
formance of the sole of the medical director and Im/hcr actual mvolvcmcnt'
in prov:dmg medical dxrccnon TN _ ' :

Samphng of facilities and design of the sample, The study population con-
sisted of all nursing homes in-The United States which were certified under

the Medicare-Medicaid programs té provide skilled nursing care. A listing-

of such facilities is the Long Term' Care-Managcment Information System
(LTC-MIS) prepared by the Social Sccumy Administration as a product
of the Medicare-Medicaid ccrtxﬁcatxon survey visits, Thstestmg was used as
a sampling frame.-

The skilled nursmg facxh&xa were strauﬁcd by State agid every other fa- .

cility within each State was selected for inclusion in the sample. In States

having fewer than 50 skilled facilities, all skilled nursing homes were in- |

« cluded in the sample Statcs The LTC-MIS contained 7,111 skilled nummg
facilities. Our original sarapling activity created a sample of 3,794 facilities
. 6r 53.3 percent of the total number of Medxcarc-Mcdxcaxd certified skxllcd

- nursing \facilities in the United States,

The sampling plan employed in this study was bascd upon the rcquxrc-
ment that data be generated to permit State level description and apalysis
should such be called for in the future. This requirement led to the decision
to create a rather large sample and to include.all facilities in Stafes having
fewer than 50 skilled nursmilhomcs thereby providing a sufficient number

ol cases o 1 pcrmeStatc Tlevel description and’ ¢ross. tabular analysls if re-" "

quired. ;

Admmistmhon of questmnnm:'e and foﬂow-up Qucstxonnaxrcs were
mailed in the fall of 1978 to facilities pro\rldmg skilled nursing care. "Ihrcqg,

reminders were mailed to encourage response from nonrespondents. The first
reminder was a postcard; " the'second follow- up was a letter with a complete
set of questiohnaires; the third follow-up was accomplished with a-postcard.

The Jesponse to the mail survey was somewhat limited (29.1 pereent) al-
 though.sufficient cases were generated to permit a preliminary assessment, - .
- on a national level, of the activity of skilled nursmg facilities with- rcgard to

mcdxcal direction.
4

' The sample was reduced to 3,338; as coutacts 'wcre made th}; facilities, & number

were eliminated from the study for various reasons. The wost” ‘common reasons for
elimination were: (a) facilities had permanently dmed (b) facilities were no Ionger
certified as skilled fac:lme: ‘

oo EER A
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~ vided some mdxcauo: of the masiner ir which skilled nurung fac;htacs were
'rcactmg to the req irement for mcdsc.ﬁ direction, the overall respense rate.
-was_ not sufficien/to support the publication of national descriptive data.’
Therefore, in o er to suppicmcnt the mail survey a second national survey.

- was, conductcd by, teléphone. L ; . |
The telcphonc survey was based upon a probahdxty s‘,implc, again strati-
ﬁéi by State, of 5Q percent of the ncmrcspondcnts t6 the mail survey; 1,298

/acilities were included. Administrators'in 1,298 facilities were contacted by ] -

/ telephone in the spring of 1977 and asked to respond vcrbally to thc ques-
tionnaire originally forwarded to them durmg the mail survey.’
adm:xmtrators were hxghl‘y cooperative and scemed to prefer the tele-
phonc mod.ﬂxt} The response to The telephone survey was 92.7 perceat,
yielding 1,204 additiona) administrator questionnaires. _
» The skilled nursing facility administrators were asked to speak with their
o mcdxc.xi and Bursing directors in our behalf to'encourage them to complete
"' . and return the qucst:onn.ura that had previously been sent. Contract limita-
tions in botlrmd money prccludcd survcymg medical and nursing di-
rectors by :dcphonc '

A\ .

Datn sggmgahon and weighting, The sampling design employed in this
study Tesulted in the dcvciopmcnt of a data base that included all skilled
nursing facilities in Statés having 50 or fewer facilities (22 States). We thus
had data for virtually the total population of skilled nursing facilities in -
these States aftef combining the mail and tclcphonc survey responses. As
noted above, in those States having more than 50 facxhtzcs a fifty pcrccnt ‘
sample was drawn. |

It was therefore decided to report population estimates rather than sam-
ple data for the administrator responses. The population estimates were de-
veloped through the application of a weighting plan which is described in

~detail in Appendix A. Most of the information presented in this report was
obtained from the administrator survey and from the model study.

Data obtained from the medical and nursing director questionnaires were
not weighted and should be viewed as suggestive due to she lower response
from these two groups. While the data we report hold for a large number
of practicing medical and nursing directors, we cannot, at this time, prov:dc\

fmy quantitative estimates of the extent to which our data actually represent

{ the total population of medical and nursing directors in skilled nursing fa-
.. gilities. For these groups sample data rather than population estimates are
‘provided. , " : .

The total number of cases, i.c., those who answered a particu}ar item plus
those who did not {missing cases), equals the population total of 6623; in

1§
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"" some tables, N—-6624 due to an SPSS roundmg procedurc The “va.hd”"‘
number of cases, i.c., thase who answered a particular item, will equal 6623 ' -

(or 6624) only.if every respondent answered that item. In other wards, we

chose not to assume a similar distribution of missing respondents (no an- -

swer) to that of the actual respenses within any one subgroup for any ane

_item. If we had used.that assumption, there would be no missing ‘cases in
‘the tables and the “valid” numberof cases would always cqual 6623 (or

- 6624).

Cass study methods and selection Mum

Overview. This phasc of the study consxstcd of two-day site visits to. 21

- skilled nursing facilities that were selected on the basis of the following cri--
* teria: type of medical direction arrangement, size, ownership and location

of the facility. Indepth integviews were conducted by two members of &1

research staff with the administrator, medical director and nursing director - :
in the facility. These onsite visits provided an opportunity to examine the. ¢
mtmclatxonsh:.ps of formal and informal structural and organizational vari-

" ables relative to modxcal dxrtctxon th facshty

»

lpnguage within the “Scope of Work” requiring the researchers to get “in-
depth descriptive inforiation” indicated that the site visits should include

- the analysis of any information csscnnal to a complete undemstanding of the

arrangement for medical direction. Accordmgly, the staff requested and re-"

ceived copies of certain documents from the participating facilities, includ-
ing the organization chart, medical director’s contract with the famhty, and
medical director’s job dcscnptmn

Durmg the initial interview with the administrator, the documents were™

“used as thc basis for beginning the discussion about the medical director’s -

role in the facifity. Later, the documents were compared for consistency.

. The scontractunl agreement between the facility and, the medical director
was reviewed to identify the sponsoring agent, the scope of responsibilities |

and authority prescribed or proscribed, compensation, term of the contraét,
insurafice provision, substitute medical director provisions, the mechanism
for seview of the medical director’s performance, and termination &f the

-contract, Facility personnel were asked about thefdevelopment of the ddcu-

ments in ogger to determine whether they were bargained for, developed

~ in-house, and/or reviewed by counsel to the fac.dxty

When an interviewee referred to a documcnt‘whxch related to the mcdxcal’
director’s role, the site visitors rcquﬁtcd permission to review it and often

12
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thamod cqpxcs for mclusxon in t.hc case study rcpcrt. Exa}npla of such .
- documents include administrator job degcriptions, ‘admission criteria, dis-
| chargc policies, utilization review comfinittee meeting minutes, director of |
nursing job. dmnptmns, ‘medical staff byiaws, rules and rcgulatmns, and
standmg ordcxs. :

- . Analysis of the medical director’s working relationships. The srescarch -
" group hypothesized that the medica directorship would be cffectuated -
- through relationships which the medical director would have with the fa-~ .
¢ cility, the facility's employees, the attending physicians, the patients, and the
. commanity. An aralysis of the “Conditions of Participation on Medical Di-
rection” and the American -Medical ‘Association “Guidelines on Medical
Direction” revealed the types of activity to which a medical dirdstor should
. appropriatcly direct his/her attention. The interviewers, focysed their atten-
" tion on these activities as they .s,ttcmptcd to investigate the relationships be-
~ . tween the facility personnel and the medical director, and the behavior ‘of
.3 . edch individual. During the semi-structured sessions, the interviewers ex-
. plored which imedical direction functions were being performed, by whom , |
they were being pcriormcd and how the internal structure of the facility
related to the medical du’cctor s role. As 'the discussions prograscd various
 patterns of behavior emerged that permiitted the visitors &0 pose hypothetical
problcms for the interviewees. The detailed questioning®bout the arrange-
ment rc\cakd m.my of«its effects on the facility, and the interviewers con-
" cluded the sessions with i inquiries about thc pcrccxvcd benefits and .problems
. of the arrangement,

Prepamhon for and the timing of the mtemews. Aftcr a date had bccn set
for the site visit, the project staff mailed copies of the administrator, direc-
tor of nursing, and medical director questionnaires (Jeveloped for the na-
tionwide survey of facilities) to the administrator with a letter asking that

~ they be returned to the researchers before the visit to the facility. These com-
pleted questionnaires, along with other demographic information about the
facility, physician pepulation, other health care facilities, and the commu-- *
‘nity provided the site visitors with background information for the inter-
-views. Two project staff members visited each of the facilities, spendingga

a totrd of cight hours in the facility over a two-day period.

A hCthUIC for the interviews was generally followed, although somc vari-

~ ations were necessitated b factors sugh as demands upon the medical direc-
tor or travel arrangemerits far the project staff personnel. According to the
schedule, both site visitors met initially with the administrator in erder to
assure him/her that the information garnered’from the visit would be treated

T : ‘ . 1 13
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in a confidential manner, acqmunt hxm/hcr thh the study and its goals,

‘ and then to begin to discuss the activities and stidcture of the famhty and -
to review the formal arrangement for medical direction (e.g., the contract,
job: description, and organization chart). Later on. the first afternoon one ™
site visitor met with the director of nursing, while the other visitor met with
- the administrator, in order to.«xplore their md:.vxdual working rdauonshxps .
with the medical director. -

. After the first day of interviews, the project staff mcmbcrs tgct to framc
~ the issues for um,sadqr,ltmn during the sccond dayof the visit. An analysis
of the documents recéived from the facility was conducted so that any ques-
tions or problems could be raised with facility persorinel during the inter-
views on the second day. The appointment for the medical director’s inter-
view was scheduled for the second day so that site- visitors would have an
opportunity to familiarize themselves with the formal arrangement; the. {a;
- cility, and the administrator and director of numng and in this way, maxi-
 mize hxs/hcr time. The visits to a ficility ‘dways mcludcd 2 tour of the
. pancnt care, recreational, ;md service areas. .

. Case study report preparation. The information from the site visits was
' written into a narrative report that was.organized according to the follow-
ing topics: the facility's environmental and organizationa] characteristics; -
~ the role set interaction among the administrator, director of nursing, and the
medical director; the history of medical direction in the facility; the formal
model for medical direction; and informal relations between the medical di-
. rector and the other physicians, the administrator, and the director of nurs-
mg The staff tnembers who made the site visit collaborated on the final
report of the visit which contained no reference to the facility by name. '
The rescarch staff developed summary statements about the medical di-
rector’s scope of practice in regard to the “Conditions of Participation on
Medical Direction” byyconducting structured post-site visit interviews with,
the site visitors. k y |

Selection of facilities for model study. The process by whigh facilities were
selected for the model study was highly involved apd required a separate
substudy to complete. A summary of the methodology used to select facili-
~ties for indepth case analysis follows.
-+ T'he contract under which this research was conducted rcquxred the re-
search group to develop descriptive models of various working arrangements
for medical direction in skilled nursing facilities.: There was a further gequire-
roent that a method be dev n}upcd for identifying facilities with medical di-
rection, that are viewed as “superior’ * and which represent a variety of work-
ing arrangements, size, ownership and demographic characteristics.
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The selection procedure began with the solicitation of names of “superior”
facilities with quality nyedical directorships from the HEW Regional long-

term care directors. Eight directars nominated a total of eighty-seven (87)
~facilities to the project staff. Next, all members of the Non-Governmental
Advisory Committee and sclected hcmbcrs of the Governmental Advisory
Committee weKg ¢ ontacted for fac ility nominees. Thirty-nine (39) facilities
were rcmmmcndcd by cight Von-Gcwemmcntal Committee members, and
seventeen (17} were suggested by the (rovcmmcnml Committee mcmbcm
"~ who wege contacted. .

The staff analyzed all available information on this total group of 143 fa-
cilities that had been rcmmmcndcﬁ and categorized the facilities according
to the type of medical direction model, size, control, and location. The elimi-
nation of facilities with duplicate characteristics resulted in a group consist-
ing of seventy-two (72) facilities. The administrator of each facility was
surveyed by telephone in order to verify the information about the charac-

" teristics of the facility and the medical directorship, and to determine
whether the facility would be willing to host a site visit. .|

Finally, the staff reviewed the file on cach of the fdcxhtxcs f‘xﬂmg thhm a
given category (e.g., large/urban/non-profit fauhtxcs) and selected the
homes which would represent the diversity of mcdxcal direction arrange-
menty existing within that category. After the site visits were underway, other
unique arrangements came to the attention of thc 9taﬁ' which resulted .in
sorne substitutions among thc ongmAl group.

‘The above is a brief overview of 2 process that required two surveys (one
mai} and one telephone) and several systematm scrccmng and sorting opera-
tions {o cnmplctc

In Appendix B we have ﬂumm.macd the characteristics of facilities se-
lected for inclusion in the \modtl study in order to illustrate the varicty of en-
vironmental, orgammtmn.xl and medical dxrectaon charactcnstxcs"whxch were
examined,,

. |
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Results

Medical direction; national descriptive data
| ) N\

e

' _Chamctenstics of facilities promlmg shﬂed nursing care in the United"

- States. In this first section of the presentation of results, population estimates . -

descnbmg skilled nursing facilities in the United States are presented -as con-
text within which the structure and operation of the medical direction pro-
gram can be considered. : -

tion of skilled nursing facilities are roughly -evenly dxstrlbutcd
ly. Of the facilitkes represented in this study, 34.7 pcrccnt are
located jéi urban areas, 35.5 percent in scrm-urban arcas zmd 29.8 pcrccnt

ipdicated in Table 1, the majorxty (68.3 pcrccnt) qf Tacilities are “for
profit”:(tax paying) ; the second largest group (21.7 percent) are “not-for-
profit, nongovernmentals’ State and local govcmmcntal facilities account‘
for 10.0 percent of the total.

.
. .

r

" Yable 1. The distribution of skilled nursing faciiitin by type of pwnership
; | Faciiittes
Ownership. _ Number  Percent
Total ...l e 8615 100.0 .
* For-profit, tax, paying ........... 4515 68.3 p = .683; SE =.008 *
Not-for-profit, nongovernmental . . .. 1438 21.7 p = .217; SE = .0078
Govemmaent (State and Local) .. ... 664 10.0 p =0.1; SE = .0058

. 1Y
Misaing Cases = 8
Ay expiantion of “p* valuss and slandard srrors is shown on page 7

' For the purpose of this study an urhan area is defined as a'city having a population
of .100,000 or more and its suburbs? a semi-urban area includes a population center of
10,000- 106,000 and its cuburbs a ﬂau} location includes areas having fewer than ':0000
persons. - B
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- The “for- proﬁt tlmlm is most ixkth to be in an urban er scnu-urban
. arca, while the “governmental” and the “not- far-proﬁt noxx-gowzrnmmtal

v fg( ility”" is maost hkc!} to bc located in a rumi area. (Rcfcr to Tablc 23 °
rTnbh 2. The distribution o skilled nun&ng flcihﬂ« by ownyrahip. lnd
geographic Yocation (N = 6596) -
- ¥ - *
‘ "~ Notfor « i )
: . profit . V4
Geographic For nongow Govern-
 locatlon proﬂ: ernment © ment Total
* Num- Per— .Num- Per- Num- _ Per- ‘Num- Pé{-
i - ber  cent ber cent ° ber  cent - ber - cent
% urban . 1707 T 747 490 215 88 39 | 2286 1000
* Semi-urban 1759 750 .. v 415 17.7 -~ 173 7.4 2347 - 100.0
i Rural . ... 1?30 b2.5 530 - 270 403 205 1663 100.0 -
.. Missing Cases = 17 .
Thc cmglc free-standing unit is thc most comimon form of orgamz.ation
(6387 percent) ; “however, groups’ of two-four facilities (11.7 percent) and
-~ .chain organizations which involve more than four facilities are not uncom-
mon (23.9 pcrccnt) {Refer to Table 3.) P
1
Table 3. The distribution of skilled nursing facilities nccordmg to singh. group or
. cham affiliation
- A Facilities .
- . . ) ' A -
. _ ‘ Typa of Affiiiation Number ' Percent ..
Total ..ot S 6583 1000 L
Single .......................... 4176 63.7,,‘ "p:.§38;'SE:.0096'
One of agroup (of 2t 4) /....... 770 117 ™. p = .117; SE = .0064
One of a chain (thore than 4) .. ... _ 1568 23.9 p = .238; SE = 0086

“Other® ... ... S 40 08 p = .007; SE = .0014

A ) -
Missing Cases -~ 70

* Thiscategory includes faciiities which are components of largar faciiities such as & hospital or
meatal haalth center, '

As a grﬁup, facilities providing skilled nursing care are relatively young™
organizations. The vast majority (91.1 percent) began operation after 1940;
a large number (50.3 percent) began serving clients after 1965, (Refer to
Table 4.) ' A N
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Tnhh‘. WdemﬂﬂmMnﬂmfwﬁﬁam:
v mmmurmummsmtum

. .
! ) L R o Facilitiss.
- Year ‘ : . Ty ~..  Number - Percent
Totol oveerii . e e . 6330, 100.0v
<1800-1888 .............0....... e 172 2.7
1900-1940 .. ... oL e 388 61’
194141985 ... .......... e 2584 . 408
1966-1870 ........ e PPRDIOR 2038 ¢ 322

CARTIAIOTE L e - 1147 - 184

- The total number of bcda in ,skill'd nursing fac: ities range from fcwcr
than 50 to more than 200; Wowever,\most commonly these organizations
fall within the'ranges of 50-99 beds (38.3\percent) and 100-199 beds:(39.2
percent). (Refér to Table 5.) " '

£

' leh 5. Tho dmr!bution of okmtd nursing fnclﬂun by the total. number of boda ‘

ln the facility
. ' . ) S . Facillties
Number of beds . ' o o Number  Percent
TotAl .. 6569 100.0
148 ..... e U . 687 10.5
50-89 ........ e 2517 38.3
100-189 .......... Nt e ST 2578 39.2
200800 ... VPP 878 120

Missing Cases = 54 o t

Popuistion Mesn® = 116.32; SE = 1.8275
* Exciudes six cases with over 1,X¥ beda.

The numbcr of skilled beds in'any one facility tends to vary with the own-
crshxp Facilities having fewer. than Aifty skilled beds are most commonly
not-for-proﬁt nonguvernmental” and ‘governmental”’ facilities. Facilities
having between 50 and $99-beds are most commonly “for—proﬁt " while fa-
cilities with 200 or more beds are most often *‘governmeatal.”

It is comm&n for nursing home facilities to provide miore than.one level
of care. Next to skilled care, $atermediate care is most frequently provided
(32.5 percent of the facilities report having an intermediate care level).
Fewer than ten percent (8.2 percent) of these multilevel facilities provide

25\




(Rcfcr to Table 6.) - - , !
Tabh& TMW!MI:M«.&RNMIM o(
, care pmﬂdod (N = §623) . j '
- — _ NI
Flc.ilirypfovid“
: N:‘nhg s
, " Yes ‘No . Taial  cases ,
' Levelsol . — e
"' cars ~ Percent Percent - Percent Number.- * L .&
- Skilled* ..Q.,‘... £ 100.0 o~ 1000 . 1B |
intermediate .... 32,5 67.5 1000 - 3 ., p= 354 SE= 0091
Residential ..... 62 . 918 {2 X1 5 " p = .002; SE .= .0051
Acute Care ... 8.7 - 913 100.0 1 P =.083; SE = 0Q56

S . .
Yoo

mdennal care, whdc 8? pcxcnt are extended. care umts of hospxtals

* This category includes ucmtm with bede which are certifed as mmd only (84.2 per cﬂ) and

. Iscilities with bodc that are, M!x cartited as skilled or mumndxm {18 w ceny).

As cxpcctcd skilled nursing facilities are primarily serving pa who .

range from 65 to 80 years of age. It is of interest to note that ¢ there

are fewer patients ynder age 65, approxxmatdy three quarters of thc facili-
‘ties serve patients below this age.

Facilities offering skilled nursing care are typically serveéd by more than .
ane physician; however, the number of physicians involved with any one fa--

cility is not large, falling within the range of 1-25 (81.1 percent), excluding
the medical director. In-5.2 percent of facilities, the medical director is the

sole attending physician, while in 13.6 percent of facilities, mote Lkan 25

physxcmns attend patxcnts in thc facility.- (Rcfcr to Table 7.}

-4

Table 7. The distribution of ﬂdllad nunlng facllities by the numbor of attending and

siaff physicians rendering care 1o skilled nunlnq patiants in the facility

o , Facilities
< ‘a . _.5
0 . e, o
Number of physicians : Number Percent
. " - -~ » .

Total ....oiaiia..., e 6088 100.0
NOR® ..o, e e U . 318 5.2
125 o, e e e 4939 - 814
2650 ... e 823 10.2

S - -SRI [ * SRR ¥
b £ '103 1.7

Misaing Cases = 53&
Fopulsiion 'fean = 13.8883; 8€ == 3788

¢ Excludes medical director

.

b



T}pzcally, medical staffs in slullcd numng facﬂmcs are not formaﬁy orga-
nized (49.7 percent). However, almost 2 third of these facilities have devel-
oped written bylaws, rules and regulations delineating physician conduct

* (80.6, percent) and about one in five have formally organucd medical staffs

(19.7 percent). (Refer.to Table 8.)

It is relatively common- for patients in skilled nursing facilitics to partici-
pate in formally arganized committees. More than onc-half (59.5 percent)
of the facilities reporthaving a patient organization. Stightly over one-half
(51.9 percent) -of the facilities invite patients to participate in organized
committee meetings (e.g., meetings specifically for patients, such as a resi-

~ dents council ?.staﬁ committees sugh as infection control ind safety).

Table l The distribution of skilied nursing fac}ullu by the typc of
‘ mcdlcul m« ofganlution : .

A ' ' / * Faciktigs.

*  Organization plan ' Number Percent
Total ...................... 6432 . 1000 S .
One physician ........... e . 2688 - 4.2 p = .046; SE = .0038 .
_ Individual physicians act on ' S . : '
their own ...... e 2926 . 45,5 - p = .A588; SE = .0100
Medical staﬁ bylaws. rules and ‘ ‘ ‘
regu N 1968 308 p = .289; SE — .0094
Fully orgaaned medrcai staff ... ... 1269 . 187 p = :209; SE = .0078 -

-

hd "y

‘Missing Cases — 191

In summary, the surveyed skilléd nursipg facilities are evenly distributed
shroughout rural and urban areas, are typically *for profit” single units,
relatively new organizations, and range in size from 50-200 beds. It is com-
mon for nursing homes to provide mbre than one level of care and to serve
all -age groups although the majority of patients are over age 65. The most
prevalént drmngemg for providing medical care to patients involves more
than onc attending physician, and some formal physician and patient orga-
nization is not uncommon. We belidve the above adequately characterizes
skilled nursing facxmxcs in the United States. 4

r

“The response to the federal r‘equiren’:ent for medical direction. The sur-

wll Toxt Provided by ERIC

‘EKC . . ce T

vey indicates that facilities providing skilled care have complied with the
Federal requirement for medical direction. As many as 98.9 percent of the

facilities which responded to this question have one or several physicians an-

swering to the title of “medical director,” but it is Wfficult to determine
. , '
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how many of thcsc actualiy assume all of the dcstgnatcd rcsponsxbxlmu

listed in the Federal mandate. Only a small number (less.than 1 pc.rccnt)

- .anticipate. difficulty complying with the rcquu‘cmcms and have taken or plan
. to take steps to obtain a waiver or change the level of ccmﬁcatxon (Rc.fcr

to Table 9.) ‘

.

r.u.&. mmumm:&utwmwﬁnmmwmm

Sfaclities bau mvldod for mcdlcﬂ direction (N = uw \
’ -
« .. ' ’ Facllitiu '
Extent of medicat Missing

- divection Number - Percent:  cases'

X

Have.had Medical Director o - o e

for > 1 yoar ,..... P . 5632~ 808 ° 25 ° p=_.775 SE:=.0085
Obtained M?jg‘t Diroctor- o y ‘ o '
within last . s Bss 25 p=.282; SE =.0063
Wil have Medical Dirocmr . S L :
within next six months . 81 1.2 25 p = .017; SE = .0018
© « No Medical Director ) - .
within six months ..... ... 18 0.2 - 25. p = .003; SE = .0018
Pidn to seek waiver ...... = 18 0.3 25 p = .003; SE = .0008
- Waiver obtained ..... ... 11 0.2 25 - p=.002; SE =.0004
.. Planto change level _ L - . SR I S
LA of certification .o, 10 .02 25 p == .001; SE =.0008
A “?: S Other oL NN . 47 07 . . 25 p=.01; SE =.0013
‘) . *This tabis Includes multiple reeponses. .

Characteristics of facilities seeking or having obtained a waiver.** Qur -
puiation estimates suggest that approximately 28 facilities have requested
s a waiver for the rcqmrcmcm of medical direction; these are descnbcd as

' follows: ‘ -«w "f’
~ a. Location; A majority ( 71.4 percent) of these 98 facilities are loca.tcd

in rural areas. The percentage is greater than the percentage of facilities in

— : the total mmnlp which are located in rural areas i

-

b. Ownersth Of the 28 facilities, almost three quarters (21) are “not-
for-profit.”” This distribution differs from the total sample in which the dis-
& ~ tribution of “not-for-profit” facilities is less than “for profit” facilities.
: c. Sources of payment for patients: In facilities requesting a waiver, Medi-
caid is the major source of payment {over two-thirds of the facilities in this .
-group (20) rcccwc Medicaid funds for three to five, or more, patients).
Seclf-pay is the only other prcdomma.pt payment source for patients in these
facilities, with 21-40 percent of patients being the largest. concentration usmg'

*& Estimates will vary between 28 and 29, an SPSS rounding procedure,
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this paymcnt modc{ Mcdxc.uc is an mugmﬁcam source of paymcnt in thesc
facilities.

A

d. Bed size: The bed size of thc facxhtxcs requcstmg waivers varies fmm &

fewer than 50 to 199 beds. The largest number of facxhtxcs (44, 7 perccm)
havc between 100 and 199 beds. |

s
e. Medical staff organization: Shghﬁ \}'ch;alf of these facilities have no

medical staff organizational structure, approximately 24.4 percent have a
formal medical staff organizgtion, and, in 19.5 pcrccm of the facxhncs, all
care is provxdcd ‘by one physxcxan

| Sounces employed to recruit a medlcal director. A varicty of sources have |

been gmployed by facilities™ to recruit a medical director. (Refer to Table
10.) The source most commonly employed: (68 8 percent) was thc physi-

cian who is associated with the facility as an attending. For 13.9 percent of

the facilities, the source employed was the medical staff of an affiliated hos-

pital, The “‘other” category to which 22,4 percent of the facilities responded

~ includes such sources as: physician in community, retired physician, atiliza-
tion review physician; physician owner or co-owner; personal friend or con-
tact of the admxmstmtor

r -

Tsbie 10. The distribution of okuhd nursing facmtiu accordlng to the source used
by the llcim{ to recrult 2 medicatl director (N = “23}'

/ Facilities
T % ‘ Missing .
Source _.[ Number Percent  cases .
Physicjan in facility ..... 4341 68.8 30¢@ p =.70; SE = .0096 -
County Msdical Society .. - 285 45 308 p = .057; SE = .0038
State Medical Society ... = 84 1.0 309 p = 012; SE =.0018
Affillated Hospitaj . ‘ : ‘
Medicsl Staft ........... 878 13.9 09 p = .154; SE = .X88 ‘
Qther Hospital Madi- : J
cal Staffs ............ .. 388 6.1 309 p = 061; SE = .0049 '
Public Health Agency ... 61 1.0 X8 p — .013; SE = .0018
Medical School Faculty . 82 1.3 m~w9_'"___p_W"
Group Practice or HMO .. 108 Y ¢ 308 p =-.019; SE = 0024
Other .................. 1418 7 224 311 p = .202; SE = .0087

fTNl tadie Inciu muitipie responses
N

Types of arrangements for the provision of medical direction. The vari-

ous types of arrgngements that facilities jave for the provision of medical

direction are presented in Table 11. Overall, the “individual physician serv-
ing as medical director” is the most cormmon arrangement (88.0 percent of

. .
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mmmg homes dcvciopcd this type of m.mgcmem) Othcr arrangcmcms in-
clude agreements with: several individual physicians (5. 0 percent), the
-medical staff of hospital (2.9 percent), a physician pdrtncmhq) (2.0 per-
cent}, a group practice (1.1 percent), a medical school (0.1 percent), a
Health Maintenance ()rg.mudtmn (0.1 pcrccm) and a, medical society
-{0.1 percent). ‘

The general pattern ;dcntxﬁcd in Table 11 holds for ‘urban, semi-urban,
and rural areas, with minor variation. There is a slight tendency in rural
areas to seck medical direction from a hospital (7.1 pereent of rural facili-
ties.report an arrangement with a hospital whereds only 1.7 percent of urban

" and 1.2 percent of semi-urban skilled nursigg facilities report such an ar
rangement ). Individual physicians provxdc medical direction in 90.0 percent -
of facilities located in semi-urban areas, in 88.9 percent of homes locatcd in
“urban areas, and 85.1 percent of fauhtxcs located in rural areas.

I

Al

Table 11. The distbution of skiled nursing facilities according to arrangsment by
' the facility for the provision.of medical direction

Facilitigs
Arrangement Number Percent - ! *
\)
oTotal L 8463 100.0 ‘ . '
. individual physician .. ,.... 5685 . 88.0 'p = .885; SE = .0062
T’ Physiclan partnership L r.... . 130 . 2.0 p =.018; SE = .0028
Group practice ............. 70 j 1 p = .014; SE = .0018
HMO ... ... ... .4 o0 p = .00%; SE'=00 -
Several individual physicians .. 323 8.0 © p=.056; SE = .0041
Medical society ......... ... 7., 0.1  p=.001; SE = .0004
. Medical school ......... ... 8 0.1 p = 002; SE =.0003
Medical statf of hospital .. ... . 188 2.9 p = .032; SE = .0032
CMospital ... L. L 10 0.2 p = .002; SE = .0004 .
Other ........ ..... DY 38 0.8 'p = .007; SE = .0013

Missing Casss: N == 180

o The data presented in Table 12 reveal that the contracted time of less
than 10 hours & week for medical direction (which is the most commonly -
responded pattern for all arrangements), is found most frequently in facili-
ties which have an wrangement with an individual phyuc:zzm to provide
medical direction. :

From 10 to 24 hours a wcék is most commonly agreed upon when the
arrangement involves a medical school or medical society, while the coit--
tracted time of 25 or more hours a week is- reported most frequently by fa-
cilitics with an arrangement involving a hospital or hospital medical staff.
Sitmilarly, the hospital or hospital medical staff arrangement is reported most
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frequently by facilities where no set time is contracted for medical direction A
activities, . LT . : "
Tn‘bhliz. _The distribution of lkil!i‘d nuﬁlng homes by arrangemant for medicsl -
digection and the time contracted for medical direction functions (N = 6203)
' , _ " ‘ p

» .
i

- | o '  Time contracted tor—Hours per week

Te———

25& * NoSet

Total < 10 Hrs 10-24 His >Hrs = Time
Arrangement for Medical S : :
- Diection ... .U .. .. . % % % % %
', Individual Physician ...... - 100,0 76.2° 13.8 18 - 8.4
: Multipie Physicians: . - ‘ . '
parnership o
group :
HMO .
several individusl ’ . , , . .
. physicians .. ... ., 1000 881 141 3.6 14.2
Medical Soclety . : - o
. Medical School ......... L1000 564 438 00 00
™ Medica! Staff of S S
Hospital .............. 1000 - 59.9-. 138 7.4 19.2
Missing Cases: N = 33t : . y B g

Economic considerations in the provision of ntedica! direction method of
compensation. Skilled nuning facilities compensate physicians for provid-
ing medical direction in a variety of ways. As indicated in Table 13, direct
" payment to the physician serving as medical director is the most common
form of compensation. : Lo
' )

" Table 1‘3( The distribution cﬂ skilled nursing facilities by the manner in which the
medical director Is compensated for medical direction activities (N = 6623)*

&

-

Faciiitiss
A L L. . T _-= Missing
\ , Manner of compensation  Number .. Percent cases
Facility pays physician . . 5388 . 840 216 p = .839; SF. = .0074
Qffice space, staff, elc., ‘ ~ . : .
for private practige ... ... 8 1.4 218 p = 019, SE ='.0012
Pay to organization ..... 1603 -, .16 216 p = .010: SE — .D022
Stock srrangemeant ... . 34 0.5 219 p = .005; SE = .0021.
No pay .. .............. . 807 12.6 216 p = .126; SE = .0068

Other .............. L 180 28 - 218 p = 025; SE = .0035

/ ey



Amount of payment for medical direction. The total ni;i)nthly cost to fa-

cilities for medical direction ranges from “‘no cost” to over $500 per month.
(Refer to Table 14.) The cost débs vary with bed size; that is, the larger
the facility, the greater the cost. “No p.xymc:\t for medical direction is most
common among facilities with fewer than 50 skilled beds, while more than
$500 a month, is most*common among facilities with ‘200 or more skxllcd
beds.

The cost of medical direction varies also with the type of arrangement, for
direction which a facility employs. Medical direction obtained through a.

hospital or hospital medical staff usually is provided at no cast to the facility

(61.7 percent of facilities with this arrangement rcpoft no cost for this serv-

ice, 23.2 percent report a monthly cost of over $500). Most costly are the
#reements with medical schools or medical societies (48 9 percent of facili- -

ties with these arrangements report a cost of over $500 a month). (Refer
to Table 15.) -

<

-~

_ Table 14. The dlﬂribuﬁon of skilled nursing facilities. by lhl foiad mon!hly cost for

-madical d!ncﬁon

Facilities
‘ ———
* - Total moathly eost in dollars A Number  Percent
Total ... e 4022 100.0
"No Cost ............... e e 871 16.7
8250 OF < oottt g 1442 359
$251-$500 ...... e DU 1060 263
> 8500 ... Te i e 850 21.1

»

Additionally, the degree of medical staff organization.in the facility seems
to have an inverse effect on the cost of medical direction. That is, the more
organized the physicians in the facility, the less costly the medical direction,

Table T6 reveals that medical direction costs are associated with the type
of facitity. No monctary cost for medical direction is most frequent m *“gov-
ernmental” facilitiey followed by “not-for-profit, non- governmental” facili-
ties, and- least common in “for profit” facilities. A cost of up_to $500 a

month is most typical in “for, profit”™ {acilities, whi cost of over $500 is

anost commog, in “governmental™ facilities,*

" The extremes in cost for medical direction reported By governmental {acilities may
be due to'the manner in which this question was responded to. Some responderits stated
that no cost was involved because someone other than the f.suhty itself paid for this
service, such as the State or local government.
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‘Table 158, mmmtmmdmmmhymmtm
‘WMMMMNWM!OM&WMMM&&M(N 3974)

.Arungwgcnt for Total No cw $250 or < 5.251)4500 > $500
medical direction Percent . Percent Percent Percent . Peccent
. Individual Physician ...... 1000 14.9: 38.2 - 268 204
- Multipie Physicians: e ) ‘
o parinership N .
. group L
' < HMO ' ‘ - ' ' _
o severai physicians’ ... 1000 - . 16.1/ 248 28:4 30.8
Medicai Schodl ™ - ‘ )
Madical Society ...:..... 100 . Yoo 00 511 489
' Hospital Medical Staft - ,
(- Hospital ... ..., 100.0 61.7 ‘44 107 232

* ‘Misaing Cases: N == 2649

Table 16. The distribution of akilled nursing facilities by ownership and lotal monthly
" cost for medical direction (N = 4022)" ‘

b

Type of Ownership
- ' Not for proﬂ't" ‘ ' State and lpcal:
R o For protit , non-govemmmr . governmemt .
‘Total monthly cost - v emime — e SV SN

indollars ' Number .. Pefoent Number . Percent Numbq( .. Percent ',

‘No Cost ........ 186 7.3 295 31.8 179 437

$250 or < ....... 1138 42.4 252 27.1 54 132
$251-$500 ....... 852 . 318 162 174 48 . 113
> $500 ....... ... 498 18.6 221 . 238 130 31.8

Total ........ , 2683 1000 830 1000 408 100.0

" Missing Cases: N = 2601
s

A}

- Finally, the cost of medical direction is affected by the cxtent to’ wh;ch
the medical director is involved in non- mcdxcal direction activities within the

facility, such as attendng patients and providing emergency care. Whether "
~or not the medical director attends patients. in the facility appears to. h,.w:,-
. an affect on the cost of medical direction, althouszh net on ‘the numbcr of”

hours contracted for this service. When the medical director atte
-the cost to the facility for medical direction is likely to be less th
medical director does not attend patients even s;wm an equ:
time spent on medical direction. When the medical director

s patients,
when the
amount of
wiorms non-

mcdxca.l direction activities ather than patient care and emergency care, the

(»\ cost for medical direction is more (as are the. hours contracted for) than
when the medical director is not involved in these activities.

e



' Prosile of the medical director in skilled nursing faciitics.* The medical

!
.

(3

director surveyed in this study is “typically” a physician in solo gractice who

Jhad been associated with the facility prior to being recruited as medicaldi-
_rector. Me/she functions as an attending physician to patients in thé facility ",
.. (80.6 percent of medical directory attended patients) in addition to carry- -
* ing out the duties of medical du*cctbr he/she spends 10 hours or fewer a
. week (76.2 percent so reported ) and more likely less than five hours a week -

" (61.0: percent) on medical direction activities. The medical director visits

/the facility at loust once a week or more often (72.0 percent), at which

time he/she both attends- patients and performs medical director activities

(56.2 percent}, and may or may not be on call to the facility on an “as
" needed” basis (40.6 percent). The number of patients he/she attends in the
facility range {rom 1-50 (66.9 percent). He/she is not likely to provide -
medical direction for other facilities (72.0.percent).’If he/she does, it is

generally for ne more than two other facilities (81.7 pereeht).

The skxllcd nursing facility meetings most frequently attended by medical |

_ directars, as a voting member, are: patient care (701 pcrccnt) pharma

' ceatical (75.8 pergent), md infection control (77.6 percent). He/she is _

less hkcly to be a viting mcmbcr of the utilization review corhmittee’ (49.5
pcrccnt) and medical records committee (39.3 percent). He/she keeps the
- skilled ‘nursing facility administrator and for the governing body informed by
munthly formal meetings (45.4 percent) and wcckly (or more often) in-
formal conversations (61.6 percent).

The medical director spends a'quarter or less of his/her time in an aver-
age month-on the following medical direction functions: (a) developing/
implementing bylaws, ru}cs and regulations covering the xmponsxbxhty of
cach physician attending patients in the skilled nursing facility (56.1 per-
cent); (b) dcwlopmq,fxmplcmcntmg policies regarding medical records

maintenance, review and evaluation (66. 3 percent}s (¢) working with other
 patient care pcrsomxci to develop written policies to'govern continued skilled

care (62.4 percent); (d) developing/revising written policies to insure qual-

ity care (66.9 percent); (c¢) keeping administration informed about poli-

cies and programs of public health agencies (66.9 percent); and (f) devel-
oping /implementing pohcx(-s for employee health screening and surveillance

(65.9 pcrccm) .
He/she spends the least amount of time (0-30 minutes per week) on ac—{
tivities such as: (a) dmcu\sxom with attending physicians. rcgarqu their

patients (69.9 percent); (b) discussions with skilled nursing facility depart-
ment heads other than thc admxmstmtor and director of numng (62.7 per-

* The data reported in this section are demvod from the questionnaires com-
pleted by medical directors. Given the responge rate for this questionhaire the character-
&ation should be viewed as suggestive; [,087 usable returns were obtained from medical
directors as & result of surveying 3,338 facilities.
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ccnt) (¢) reviewing incidents and accxdcnts in the skilled nursing fac:.hty' -

(62.5 percent); (d). participating in inservice training programs (61.1 per-
cent); (e) being medical representative of the skilled nursing facility in the
community (57.7 percent); and (f) dxscusuons with the admmxstrator
- (56.3 percent). .
More of the medical diregtor’s time (1-4 hours pcr wcck) is spcnt on ac-
tivities such as: {a) making patient rounds to check on care (22.1 percent);

{b) reviewing medical records (16.8 percenty; (c) committee meetings

(16.0 percent); and (d) discussions with the directar of nursing (14.9 per-
cent). Reviewing medical records and making patient rounds are thc actwh
. ties on which he/she spends the most time.

" The typical medical director is male {94.0 perecent) ; between 41 and 70

- years of age (72.5 percent) (more probably between 51 and 60 years of
age, 27.4 percent), and has graduated from a medical school in the U.S.
- (76.2 percent) from which he obtained a professional degree after 1941
(59.2 percent). He is not likely to be board certified (27.8 percent), but if
he is, certification is typically Family Practice (19.2 percent). or Internal

Medicine (16.2 percent). While not board certified, he may noné-the-less -
restrict his practice (36.8 percent), particularly in Family Practice (16 2

percent) or Internal Medicine (12.9 percent). .
The typical medical director has functioned in the role of a skilled nursing
facility medical director for 1-5 years (79.2 percent) and more probably
one year or less (46.0 percent). In addition, he is very likely to be a mem-
ber of a hospital staff (90.1 pcrccntguand is in solo practice (55.2 pcrccg ).
(Only 3.0 percent of the physicians responding indicated that they
retired from the prattice of medicine. ) ‘

S ‘ ' :
. Nursing director involvement in medical direction, The data presented in
“Table 17 indicate that the directors of nuggng in skilled facilities are highly
involved in the implementation of the concept of medical direction. More

than one half of the directors of nursing report high mvolvcmcnt in five of
the medical direction functions.

Administrator’s perception of . barriers in implementing the concept of
medical direction. In ranking designated issues as to their importance as
barriers in implementing the concept of medical direction, the largest num-
. ber of the administrators (44.7 percent) ranked as very important the will-
~ ingness of physicians to serve as medical directors. The next largest number
of administrators (39.9 percent) ranked the availability of physicians to
serve in this capacity as a very important barrier. Interestingly, only "26.3

percent of the administrators ranked cost as a very important barrier. (Rcfcr
to Table 18.) : ( '
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Exient of immm::m
Highly . - MWmslly Not
: Total  invoived Invotved involved  invoived an
Medical direction tunctions - - Percent  Percent  Psicent Percent  Pescent  Percent
| Keeping administration informed about policies and p of public , . : ‘ .
heaith sgencies that may atgil patient care programs ... .. e 100.0 80.7 N5 1581 48771
Dcvclopmgfimphmantmg bylaws, rules and roguhtlom covering the : L. ﬁ\ | -

responsibility of each physician attending a patient in SNF, concem-
-ing frequgncy of visits, examinatioris, medical care plan for each . ‘ .
patient, prescribing of modocatiouy evaluation of progress .......... 100.0 52.4 B4.0 8.7 39 0.8

Dcwtoplng/impiemmung policies regarding dical record mainte- . ‘
- nance. review and evaluation ............ S v ~ 100.0 50.8 347 105 . 3.1 0.8

Dew&opéng/impiunmﬁng policies fcr employes ith screening snd . : o
supsrvision ........ e e N 100.0 48.7 812 104 28 - 08 -

Working with other patient care personnel to develop written poligzis
to govern continued skilled nursing care. and reiated medical and

. - other services, inc., admission and discharge policy ................ 1000 - 844 21 47 12 08
Devsloping/revising written péncsee to insure quality care ...... cei.ee. 1000 69.7 243 a3 . 08 1.3,
“Reviawing incidents and accidents occurring on the premises of SNF, | ‘ ‘ .
with rocommmdationa for action to Administration .........:........ - ¥00.0 882 215 45 0.8 1.1
,  Other ..... T TR ORURT T /1 ... 1000 34 05 0.1 00 980




'rdhil. NWMﬁmmmwumumWmewm-
- mhmhwdmmm om)

o : Tota!. . lnwim‘ <o important - - Important  © " cases |
Co‘ttofaciiity........;.,...... 100.0 - 88 30.5 431 < see .
SR - P=287, SE=0089  p=.347; SE=.0080 = p=.366; SE =.0008
"Amx.bmt; of payaa.m e 1000 .39 . 232 . - eo3re T e
- P =438 SE=.0007  p=.253; SE = .0083 = 310; SE = 0088 .
' Wminqnm of physicians ...... 1000 . . 447 T es 88 a2
. o P = 484;.SF = .0008 p=.188; SE = .0073 . p=.318; SE =.0008 .
Work uuuommp- o 100.0 a8 g L se3 .8
Medical Director/Nurss ...... ‘ p = 264; SE = .0076 P=.223; SE=.0088  p = .514; SE = .0091 ‘
Medical Directors/ | 205 RTT R . e .. 381
Administrator ............. 1000 P = 247, SE = 0068 ° p = .238; SE — .0089 p = .515; SE 0088 .
Medical Director/ 1000 X 20.9°  os8 T ey
' Other Physicians ......... . P=218;SE=.0078 p=.25% SE=.075  p=.467; SE = .0074
Understanding of Medical 1000 28.3 B 238 . : . 419 425
Director Role .............. - p=.347; SE = .00908 pgzﬁﬂ;'S.E:M‘ p = 304; SE — .0085
35
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Rspomcs to tl'us qucsncm showcd soe v;umgxon gcographxcz\uy, pam(:ﬁ-

larly in rclauon to the two m\uc:s involving physi¢ian willingness and .wm-, ‘

‘ability. All the Bsues (cmcpt LQSt) were 1udgcd more f.rcqucntly to be vcry

xmportmt by admmhtratom in rural areas. . o L
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Adyantages of mcdxcal direction idengified &»y administrators. 'I’he mfor-
mation reported in tim section derive from the response of skilled nursing’
facility admx{mtmtors to the following open ended question: “What in' your.
~opinion are the adyantages and’ dnadvantagcs of medical dxrcctxon as ‘de-
fined in the Medicare/Medicaid conditions of participation?” -
In identifying adv‘mtaga of medical direction the administrators mosté
often referred to the medical director’s potential influence on phyuuans to

carry out cértain duties (e.g., regular visiting of patmnts, writing ordm, -
consulting with numcs, ctc ) and overall better rdatxomhlps with attcnd&ng‘_

physicians. Another Lprge scgmcnt of advantagcs identified referred to thc‘ .

improvement of pancnt care. The next-most frequent advantage stated was

having a single nedical source to whom to rcfcr’ problems and having’ ‘some-
one available with whoin to discuss problems. ~ | )

One xmpo:t,mt functmn o.f the mcdxcai du%ctor is generally to advsc ’Lhc

adniinistrator and the du'cctor of nursing, and spccxﬁcally to assist-in dcvd- B

“oping policies- and procedures and standardizing treatment, The facilities in
the tckphonc interview also spokc of making the facxhtv more appcahng to
nurses by having medical direction. Some ‘cglled it profc.ssxonalxsm 7 Sevy
eral remarked about the improvement inithe quality of nursing as'a result
of mcdxcai dxrcmou Others rgfcrrcd to: the mcdxcal dxrcctor asa “back—up
for 1 nurses and. pharmaczsts Yo : i

- The telephone infervi iew chcxtcd more statcmcnts fegarding the avax]abd-
ity of the mcdual dn‘utor to see patients (prmmmiy to meet Federal require-
ments) when the private -attending phygician did not appcar A few tele-’
phone reypondents felt that having \.x medical director was a disadvantage

L iding physigians did not visit as often as before because the

medical director wguld do what was necessary. .

Only a small percent (2 pcn“cnt) of administrators mentioned a\‘raﬂablhty
for emergeney £3Te as an .xdwntaq: Other occa.sxbnal ftems listed were em-
ployee health supervision,’ pzmﬁm wnsuitanons inservice education, and in-
fection control. ;

. | _s_\ﬂ

§ . i

Dnsadvantages of medncal direction 1dennﬁed by admxmstrators. D‘Cprtc‘
the fact that ovgr' 98 pereent of the administrators rcqponqu to our ques-
tionnaire stated that thw have a mcdscal director, 'the: nonavailAbility of
physumm interefted in the position was given by .9 percent of thise who

. { '
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hstm‘} JLudv.mt.xgcs of mcdxc al chrca tion. This perhaps mdxcatcs that many
X 'oi' tgxc cusrent medical directors are not interested in the position and have

a(ccpttd it simply to help an institution maintain i ‘ederal support,

" N sig mﬁr.mt complaint of administratons relates to the cost of the service,
,7} ndudmé m(L of adequate reimbursement and delays in receiving payment
‘ fx‘om bm\t i :nqcs This comment made up one-third of all complaints,

The nax.t ;:rm&c%gumxpl.um (13 percent) related to the “cilossal,” “un-

-

,fw 2 'rc.ﬂx\m ovmvhcimnm{ " amount of p.xpcxwmk involved, About 6 percent
s\g r'j:‘ wcrc vcrv -spcuhc in' st.{tmg that Federal gmdvlmc\ were too general and
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Parts 2, 3, 4 and 5 below contain an overview of the four basic types. The ¢
final report presents 4 more complete dcsuxpﬂon and analysis of four facili- _‘ '
ties, one representing cach tvpe of urungcmcnt for medical direction. In

addition a detailed case description has been- prcparcd for each famhty «; |

visited. e . oo —
Within cach type there exists a significant gmount of variation in: (a) the ‘?
~characteristics of the facilities, (b) the terms of the medical direction ar- .
angnncnt, and {c¢) the medical director’s scope of practice. The overviews
presented belos of cach type of arr .mg:,muxt are introduced by a figure list-
ing the facilities studied which had atloptedsthe given type. Displayed within
cach figure is information about facility characteristics, physician character- -

istics, and‘nedical director variables. These characteristics are primarily pre-

sented as an indication that there is an empirical referent for the statements
mncumng each type of mcdxcai direction arrangement, The figures also
SSEIVE as an mdex to the case studies: for those xcadu\ who desire to review

in deptl any particular-case report.

The fact that the facilities studied vary along’ certain critical dimensions

- related to medical direction was insured by the selection procedure described

in Purt IIT of this report. The diversity in terms of the arrangement (c.g.,
time spent in the facility, compensation, and number of patients who are

_tared for by the medical director) reveals the variation which exists within

ety pologics, LThe case studies also r(.vc.al ja wxdc vamtwn m thc medical

“director’s scope of practice. S R

" Eiich of the four medical direction types is discussed below in terms of the

“facility’s rationale for adopting the arrangement” and the “chamd\tcmtxu
or behaviors whxgh occurred under each type

General comments about the facility’s rationale for choosing a particular

- type. The arrangement for the provision of medical direction in skilled nufs-

ing facilities is not necessarily solely dependent on the‘availability of a physi-
cian who is willing to serve in that capacity. Although physician availability

“appears to be a contributing factor, there are others which collectively- come

to bear in the final determination, of the manper in which medical.direction- -~ -
1S uhmmtd\ mg.mm d.

The investigators view the choive of the working arrangements as the
product of an intelligent choice by the facility’s administration based on the
following kinds of factors: (a) the needs of the facility; (b) the resources
withiﬁ, the facility; (&) the resources within the community; and (d) an,.v
appraisal of the. options available. The first two of these factors may be
viewed as subjective; they involve an dppraisal by the facility’s admimnistra-
tion of the medical needs of bath the residents and the facility, and the iden-
tity of in-house resources applicable and relevant to such needs. The remain-
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Jing two factors encompass objective discovery of the potential providers of
medical direction and an’evaluation of the benefits or obstacles to their ap-
plication to the immediate facility environment. : : S

- Genergl comments about the resulting characteristics of the type of ar-
rangement. ‘The uctual performance of medical direction functions was ex-
piorc&Q thmufgh the interview process in order to disclose the vatiation, if
"any, between the-formal arrangement for providing medical direction and
the actual behavior of those involved in providing medical direction.

M addition, the researchers identified the benefits and problemis which
were asociated with cach arrangement. These findings are sununarized
below within the commentary relative to cach typology in that section ‘en-.
Aitled “Resulting Characteristics of the Arrangement.” ’ '

.

Overview. of type A: one medical director, o_n'e'fncility.

'Figbro 3 ;Typo A lrrlngol';nnt. k__ ;
T omtety  sev eaies
On.e Medical Director . o Type A al Type B . |

e 'Své'&e"rm Medical Directsis T Type C e TYpg D \

 In Figure 3a, we portray the diversity of organizational and physician
characteristics associated with Type A. f

“\ Facility's mtiong{e Tor adopting type A arrangement. ,
(I} A physician, usually an attending physician to patients in the facility
. but perhaps an investor or advisory physician_pursuangto 3 State Fe-
© - .- quirement, having anestablished association withi the facility, assumes.
the position of medical director. "« ) :
(2) The skilled nursing {acility offers specialized care, such as rehabilita-
tion or chronic disease care, and secks a phvsician having relevant

KT

_ traming, experience, and interest in longXerm care. The dearth of such -
> - physicians tends to limit the nuniber of available physicians for spe-
‘ ~ cialty care facilities. ‘ . o
(3) The ~killed nursing facility espouses a particular philosophy injprpvid-' ;

Jing care and seeks a physician to pronfote this philosophy (i.c,, social 5

model—niedical director relates to families of patients primarily). = !

) IS d ’ ’ : f;;
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(4) . The arrangement is cami;; effectuated, having only two parties: ﬁsganf,.

. the administrator representing the facility, and the physician to nego-
"at,c far and develop the position of medical director. -

Resulting characteristics of the type A arrangemeat. -
(1) A medical director relating to a single facility may concentrate his/her
time and efforts on meeting the medical needs and goals of the Tacility.
(2) A single medical director relating to a single facility p;ovidcs continu--
_ - ity in effectuating medical direction. ' | -
© {3) A single physicifunctioning as medical director for a single facility
develops personal and close wprking: relationships with key facility per- -
sonnel in effeptuating medieal direction. This is‘particularly true of the
 relationship between the medical director and director of nursing,
- (4} A single medical director relating to a single facility m'a'y encounter
difficulty in the evaluation of his/her perfarmance. . =~ +
(1) Ina very rural community with limited physician resources, a medical.
director attends 95 percent of the patients inTHe facility, and there is
only one other physician proyiding care. The facility is dominated by:
an administrator who has long experience in acute care administration
. and uses a highly structured approach to the delivery gf care, including
s~ - the-provision of care by the house physician-medical director who
" makes r’punds regularly and has substantial committee involvement,

The contract and job description merge the roles of medical director-
house physician functions into one document. Since the physician spends
three full days per week in the facility attending patients, he cambines his
two roles of attending physician and medical director, "and is a readily ac-

_cessible’ consultant to the administrator. ‘

The director of nursing performs Jaison to ensuré that the house physi-
cian-medical director, alid other : ending physicians, maintain their rec-
ords in accordance with Federal add state regulations.

b "Ijxc medical director’s role of attending to most of the patients raises the
issue of whether he has the ability fo goordinate the care he provides. Where
the medical director has a background in academic medicine, a review of
patient care based on medical record abstracts provides a system for moni-
toring the quality of care by a committee of department heads and the medj-

cal director. - ' v
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Figure 4. type B mmt

¥

One tacility  Several facllities

One Madical Director Type A . . Typo 8

\ Several Medical Directors’ Type C Typa D

- In Figure 4a, we portray the diversity of org.xmmtmnal and physician
characteristics associated thh 'Iypc B

Rationale for choosing type B nmmgement. :
(1) Several skilled nummg facilitics may be related by virtue of a commen

or corporate structure and choosc a physxcxan to function as medical
~ director in all facilities. '
(2) Lack of time or interest among physicians attending paticnts in a facil-
_ ity may requige the facility to retain a physxmn who aIso functions as
medical director élsewhere. :
(3) A physician mtcrmtcd in functxomng_&mcdxcal director is avmiablc to
a number of skilléd nursing faciljties.
(4) The arrangement is easily effectuated.

Resulting characteristics of the type B arrangement.
(1} A physician serving several skﬂc&mmng facilities must divide his time
and cfforts.

» (2) A phyaxcmn must adapt his practices as mcdxcal dxrcctor to the nccds

and admiinistrative modes of each facility. ‘

(3) Asa medical directer adapts his practices to various facility environ-
ments and administrative modes, he/she may develop a process for
identifying and solving facility-related medical direction problems.

(4) A physician having multiple-facility exposure as medical director may
discover beneficial practices in one facility, and promotc, 1mp}cmcnt or

~ execute these in others, ' ‘ :

(5Y Where a medical director serves several independent facxhtxes, but pre-
vides no patient care, he/she may relate primarily to the administrative
levgl of the facility, and not to'the director of nursing or thc physicians
who attend patients,

(6) A physician functioning as medical director to related facilities may be -
able to effectuate common or standardized methods relative to record-
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' . keeping, ¢ \'aluamns policies, zmd cost containments through the orga-

nizational structure.
(73 "A physician functmnmg as medical dxrcctor to rclatc.d\facﬁlncs may bc

required to relate to the common or corporate org:muatmn in addmon :
to the individual facilities within the structure. ,

Sample facility. o
(1) Facility 01’s medical director spcnds one d‘xy per month in the skilled’
nursing facility because he lives 80 miles away. He is medical director
", for four facilities and has a part-time practice. This type of arrange-
" ment fesults in problems for both the medical director and the facility.
The medical director's availability is limited: to the skilled nursing fa-

L cx.hty, and medically related problems must be dealt with on thc day hc

is in the fucility.
The medical director stated that he has to adjust hxs style to the modus '
o[)emnd: of the facility in which he is working, but this has not presented
any obstacles to him. He is new tathe community and is not familiar with
the attending physicians, and is therefore .unable to s&pplcment his formal
role with informal relationships.
All of the key personnel in Facility.01 (admxmstrator, dxrcctm’ 0f nursing,
“and mcdsc‘d director) are rchxtxvaly new to the town. With the' administra-
tor’s help, they work together cioa.ciy as a team with a goal of improving

the quality of life for the patients in Facility 01 by balancmg the medical
and social aspects of the environment.

LY

‘ N .
- Overview of type C: several medical directors, one facility.

Figure 5. Type C arrangement

R - e
One facliity ~Several facilitiss
One Medicai Ditectdy ‘ Type A Typs B
Saveral Medical Directors Type C Type D
} ¥ : ‘
~

Figure 5a presents the organizatiqnal and physician characteristics asso-

ciated with Type C. . . SN

)

Rationale for choosing type C arrangement.
(1) There is no individual physician willing to assume the responsi hiht)cs
of medical director.

' 89
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(2) There is an organized medical staff within the facility wh?éh will desig-
nate a group or committee to perform medical direction functions.
(3) The attending mcdlc‘ﬂ staff is reluctant to submit to the authority of
' one physician as an overseer or coordinator of physicians’ services. ,
(4) The facility espouses a philosophy intending to maximize the relation-
ship between individual physicians and their patients.

Resultmg characteristics of type C arrangement.
(1)/ The use of several physicians to perform as medical director permits
 diversification in conceptualizing and developing th2. role of the medi-

cal director, identification of facility’s medically related problems, and -

potential remedial recommendations or conduct, although one physx-
~cian tends to pcrf()rm most medical du‘cctmn functions.
(2) Several medical directors may be able fo collectively evaluate the per-
formance of each physician executing medical director functions.
(3) The use of several physicians as medical directors increases accessibility
by facility personnel to a physician for medical information and opin-
"o oions, ' 7 S l _ "_
(4) The use of several physicians as medical directors relieves one individ-
ual of the task pf toonitoring services rcndcrcd by xttcndmg physxcxans
and other cire providess. - : . "
(5) Where medical direction is performed by several physicians, ‘there is a -
- need to develop methods for coordination of their efforts. ’
(6) Where medical direction is performed by several physicians, some med-
' wcal director functions may not be pcrformcd unless there is an ¢x-
pressed separation and ageement on the dutics of each physician.
. (7) MWhere several phy\xcml‘otatc annuany or on a regularly scheduled
basis as medical director: f
(a) Medical direction can be cxpcctcd to vary thh the performance
of each physician. ‘ f et
(b) Each of the several physicians may view the role of medical direc-
tor differently, and may generate inconsistency in medical direc-
- tion within the facility. '
(¢) Key facility personnel must adjust to each medical dxrector s meth-
ods of operation.

- Samyple facility. e

(1) A small skilled nursing facility located in a rural community havmg
only four physicians may experience difficulty in recruiting a physician
to assumne the position of imedical director on a permanent basis. Where
all four physicians provide services to patients in the facility, they may
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cach agree to serve as medical director for a one-year term oif a rotat- -
Mg basis. Limited facility funds for medical direction restricts both the
number and extent to which medical direction functions are performed.
Where the facility administrator has limited managerial or health care
institutional experience, the medical director may relate primarily to
the director of nursing, and in addition, may perform some administra- -
“tive functions such as goal-setting, choice of methods for implementa-
tion of programs, styling of medical records, and the need for in-service
. programs. - , ‘
‘A medical directorship rotating among all attending physicians is benefi-

- cial'in increasing the understanding of attendings of the operational. diffi-
~ culties presented to the facility. Rotating the medical directorship among

several physicians-permits each to suggest practical and diverse solutions to
difficulties encountered by the facility. A monthly hospital medical staff
meeting where matters pertaining to the skilled nursing facility are regularly
discussed, by the facility medical director, and all physicians attending facil-
ity patieng may be an cffective communication or liaison tool, but may also
inhibit the development of rules or regulations delineating the conduct of
facility attending physicians. " . . _

A medical director who is personally or professionally associated with all
attending physicians may be reluctant or refuse to monitor the quality of
care pmvidcdi)y such attending physicians. A rotating medical directorship
may present some problems to the facility in terms of adjustment to the’
method of communications, program development, and interrelationships
among key facility personnel as cach new physician assumes the medical

directorship.

b4

Overview of type D: several miedical directors, several facilities.

Figure 6. Typs D arrangement

e ——— e e e e - o emean

One facility ' Several facilities
One Medical Dirsctor Type A . TypeB
Several Medical Directors A Type € ol Type‘D

Figure Ga displays the organizational and physician characteristics asso-
crated with Type D
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Rationale for choosing type D arrangement.

(1) Several skilled nursing facilities are related by virtue of a common orga-
nization, and the organization retains several physicians to serve as
medical director to its member facilities, (Case studies 13 and 14 which

 areinsame chain.) : .

(2) Several physicians organize for the purpose of developing medical di-
- rection and seek to contract with a number of skilled nursing facilities
to provide medical direction. . _

(3) Several physicians, none of whom is willing to solely assume the respon- -

- sibilities of medical director, agree to share those responsibilities and
also agree to so function in another facility.
A

~ Resulting characteristics of type D arrangement. .

(1) Several physicians providing medical direction in several facilities pre-
sent diverse attitudes, skills, and experiences in defining the role of a
medical dircctor in a variety of facility settings. | '

(2) Several physicians providing medical direction in several facilities may
establish a peer group which may effectively evaluate the performance
Qf mcir nlcxntxm‘ “ .. - . e o JOt ’.‘, ..A'L‘ e .

(3) Several physicians providing medical direction in several facilities pos-

~ sess a composite experience which may generate improved or standard-
ized policies and records and methods for performing existing” and
“additional medical direction functions beneficial to individual or all
facilities with which the several physicians relate. ‘ :

(4) Several physicians providing medical direction to several facilities may
form a physician pool that would bé available t&§ other ficilities tnable
to retain effective medical dirgghion. ‘

{3) Several physicims serving as medical directors to several facilities may .

‘ each perform some specialized (and perhaps superior) medical direc-
tion functions to the several facilities. | x

.(6) Several physicians serving as medical directors Atobscvcral facilities may
~-promote tiew beneficial relations, that are independent of medical di- -
rection among the facilities served. A ' .

(7) Several physiciaus serving as medical directors to several facilities ‘may
be required to expend additional effort and time to coordinate their
group endeavor. :

Sample facility. ‘

(1) Ten skilled numing facilities operated by a parent corporation may sys-
teratically provide for medical direction by contracting with physicians
organized in a large multi-specialty group practice that assigns a num-
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ber of physicians to 3ctua!ly perform mcdxcal dm:ction m mdwxdual
facilities, This fundamental - xgcmqnt pmvl;iw a sourc? fcr medical
directors that is és_scmiaﬂy thdk}stlbfc a!nc{' Icnds an addmonal a’a
vantage of quality control medical dxrcg:uon dcvclopme in both '
the facility and the group practice. This advantagc is fuﬂhcr?promotcd
by the device and appointment of a Goordm.mng‘RMcdxcal chcto;;
who is to develop a medical director gro ) grganized inta g s)stem of
regular communication between the sever mcdlcal d,xrecmrs for the

et
B

purposes of defining the respective roles ofsthe mcdxcal directars, func.

. tioning as a monitoring device of their performance, as a coilcct:vé’
problem solving agency specializing in medical matters encoun ed m
the individual facilities, and as resource for thc smndardxzatxon of
cal and administrative policy.

One potential disadvantage is that the: mcdxcal dn'cct;on conrdmatzon

effort requires additional investments of time both of the individual phny-
cians serving as medical directors and the C‘oordmatmg Mcdxcal Director’
in planning useful group meetings. Another disadvantage is that, to the ex-
~ tent that a fuytxonal group of medical directors accomplish standardization

- of policy, there is relative’ diminuation of administrator prerogatives thhm o
cach facility that may gcncra.tc conflicts befween individual admxmstratoxs -

~ and medical directors. 1
“This systematic appmach to- medical direction rcquu'cs time to fully de-

velop and in the instant case, the site visit occurred only six months after the

initial efforts and much remains to be accomplished. It is already apparent,
however, that the total cost to all ten facilities of such a system is less than
each facility would independently expend in order to gain the same advan-
tages from individually functioning medical dircctors, based on corporate

estimates of the time required of individual medical directors to establish

policies and methodologies for separate facilities, The cost saving is essen-
tially realized from the inter-facility sharing of provcn medical dxrcctmn
techniques and policies.

Presently ignored within this systbm is the attcndmg physician, Although
documehted redical staffs appear in individual facilities,” the attending
physician has not yet fully become involved, and the sample gase study
reveals that the ultimate effect of the system remains to be proven.

The experience of medical direction in Facility 4 demonstrates also the
‘use of an existing committee to effectuite medical arx:?tor review of physi-
cian performance. The medical director of Facility 14 does not deal directly
with attending physicians but rather effectuates his review function as a
membgr of the Utilization Review Committee,

Of additional importance is the approach utilized by the parent corpora-
‘tion to coordinate many admiaistrativ®, nunsing, and medical director func-

tions through the retention of corporate specialists who are regularly avail-
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: Summary bommentary'
- and recommendations

‘Summary comments

Our mast general! conclusion is that administrators of skilled nursing facili-
" “ties have responded to the-requirement for medical direction by attempting
~ to implemient and incorporate into-the facility the position of medical direc-
tor. The vast majority of these specialized nursing homes have provided for
-some form of medical direction. While it is-far too soon to détermine. the
effects of medical direction upon patient care, it appears that the potential
éxists for the concept of medical direction to be an effective fgrce in improv-
ing, patient gare. There are, however, a numbgr of bagriers to the imple-
mentation of this concépt and the success of the medical direction program
will depend upon the ability of facilitics to overcome them.

A number of issues appear to be important barrmx to fully unpicmcnt-A
ing the concept of medical direction. Among the issues identified in this
research are: (1) the reluctance of qualified physicians to asume the role;
(2) confusion concerning the actual role of the medical director; (3) ad-
ministrative problems such as excessive paper work and inadequate reim-
bursenient; (4) limitations in the amount of time physicians have to devote
to the tasks assigned to the medisal director (by far the most common num-
" ber of hours contracted for is fewer than 10 hours per week) and: (5) among
" the liaison, education, and monitoring functions associated with the medical
director role, physicians serving as medical directors approach monitoring.
activities with most reluctance.

On the other hand, a number of advantages related to the concept of
medical direction, were idéntified by those administrators who participated
in the survey. T hese advantages are worthy of note since they were reported
directly by persons having had practical cxperxcncc in attempting to apply
the concept. "

The major advantages of medical direction as identified by skxllcd nurs-
ing facility administrators include: (1) the poténtial ability of the medical
director to communicate with and influence physicians to pmvxdc better
patient care and to interact niore effectively with the administrative, nurs-
ing, and other facility perfonnel; (2) the availability of a smgic’medxcai
consultant with whom administrators, nurses, and other staff can discuss

¥
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8pccsﬁc problems; (3) the i improvement in the medical rhmatc P image
- of the facility both within the community and internally (for example, some
administrators stated that havmg a medical Adirector increased the profm-.
sionalism of the setting and made working ; 1 a skilled nursing facility more
appcalmg to nurses and other health profcmonah), and (4) the medical
director apparently provides an important backup in emergencies and in -
cases where the attending physician fails to respond to the needs of patients.

Despite the many seminars conducted by such organizations as the Ameri-

" can College of Nursing Home Administrators and the Ameriean Medical
Association, and the numerous speeches and papers on the topic, there re-

* mdins much misunderstanding of the clinical and administrative aspects of
the medical director’s role. Thus, the traditional gap between * ‘theory and
practice” ‘remains in. developing and irhplenienting workmg arrangements
for the provision of medical direction. :

- According to the survey data, skilled nursing facilities demonstrate limited
variation in developing arrangements for medical direction; an agreement

~ with a physician in solo practice who has had some pre-medical direction
relationship to the facility is the most. frequent arrangement. However, the
. model-study phase of the project p:ovaﬁ_paxtmuiariy useful in providing in-
depth information descriptive of significant characteristics surrounding the
various arrangeménts for prov iding medical dir¢ction. The importance of
such individual facility characteristics becomes apparent when viewed in
“terms of threc basic questions; (1) what reasons support the ctxmac of a
particular arrangement; (2) how are existing personnel and resource uti-
lized to effectuate medical direction,”and (3) what effect does the medical
_direction armm{umnt exert on the pcrformancc of physxcmns attending
resideqts; ell as on administrative and supervisory facility personnel.
| C;Lmuiicnts that the process for choosing a method for providing
« medical direction is the result of a conscious effort, not only to achieve an
.xucptab}c level of compliance with the regu ulation, but also’{o satisfy ad- '
mmxstmm: and patient needs. :

A hcrctqfore underestimated fac tor in medical du ection nmy be the extent
to which directors of nursing, and in some cases administrators, aré involved
in medical direction functions. Some 50 pércent of the directors of nursing
surveyed reported high involvement in six medical direction functions. The

XY

~# case studies universally reveal that medical direction funttions mandated by
the “*Condition of Participation” are performed by a variety of facility per-
sonnel and committees. Rarely, if cver, are such functions performed exclu-
sively by the individual physician funetioning as medical digector, ‘The im-
plementation of medical direction is therefore a highly wmpicx and d)namlc
process involving muitiple personalities at the facility level, and sometimes
involving others situated bevond the confines of the individual facility.
A third observation based on case studies demonstrates disparity between
T _
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-tions tn all such health facilities.

*
.

_the formal medical direction armﬂgcrm;x: (as evidenced by the medical di-

rectar’s contract and job description), and the informal model, or daily can-
duct of medical direction functions. Apparent and documented {unctions of
the formal model adopted by the facility may be ignored ox expanded in
actual practice. In some facilities such- disparity results in unresolved con-
flicts between pemons necessarily involved in medical direction functions,
and in other facilities, unexpected strengths and benefits are found.

The cost far medical direction ranges from “no cost” to over $300 a
month. (Approximately 10 percent of the fucilities report “no cost,” ap-
proximately 33 percent report a kost of $500 a month or less, and a little
over 10 percent report a cost of more than $500 a month.) The cost tends
to vary with the size of the facility, with small facilities paying less for medi-
cal direction than large fatilitics, and also with the type of arrangement for

~medical direction. The mest costly arrangements are with medxcal schools

and medical societies. S~
Among the three ownership types of facﬂmcs “for- proﬁt facilities dem-
onstrate the mmost homogenous structural characteristics of medical direction;

"I) pical for these facilities is the individual physician scrvmg as medical di-
. réctor, who spemds fewer than 10. hours a week on medical dp‘cctxon, and

gets paid $300 or less a month for this service.

“Government’ facilitiey demonstrate the most variation in the provision
of medical direction, using various arrangements that often involve a hospi-
tal or hospital medical staff or a multiple physician arrangement. Cost for
medical direction is also variable in these facilities, ranging from "‘go cost”
to over $500 a month. These facilities contract for more hours of medical
direction than cither of the other two types of facilities.

“Not-for-profit, nongovernmgqtal” facilities are also diverse in the man-
ner of providing. medical directibn and resemble governmental facilities in
the variation of arrangg¢ments utilized. For these facilities, some type of
multiple-physician arrangement is most typical. In the hours contracted for
medical direction, and cost for this service, these facilities fall between the
“for-profit” and ° govcmmcntdl fagilities, mmmonly having no set time con-
tracted for medical direction, ahd often do not pay 4 physician for this serv-
ice. Also, these facilities are the most highly represented among thosc seek-
ing a waiver of the medical dxrettxn requirement.

Rocommondaﬁons

Recommendastion 1, It is recommcnded that the Federal government con-

“tinue to strive to promote quality "medical direction in the nunsing home

field and to give high priority and support to ensure that such activity con-
tinues to have a-positive Impact on administrative and patient care func-
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Comment: Three principal pokitive effects of medical direction Rave been

identified as a result of the research described in this report. The first is that

medical direction tends to increase accessibility to a physician’s medical

* knowledge at the facility level. This effect appears to contribute substan-

tially to an overall increase in the level of medical consciousness of several

facility actors attempting to fulfill the basic mission of a skilled nursing fa-
edlity. { L

A second pmxtwc effect of medical direction is that it may constitute an
effective facility instrument in gaining credibility and administrative lever-
age with attending physicians, who in many instances appear in skilled nurs-
ing facilities as reluctant providers or documentors of medical care.

A third positive effect is that medical direction may pfvide additional
strength to the management structure of the skilled nursing facility, As such,
a medical director can assist the facility administrator and the director of

- nursing to better define and perform their roles within the facility. In addi-
tion, a2 medical director may prove a valuable resource as a contributor. to
the facility problem-solving mechanism, especially in those areas involving

- epidemiologic matters, and where facility policy must conform to acceptable

" medical standards. A medical director’s involvement may also reinforce the ‘
inservice and other (e.g., outside resources) training functions of facilities
by planning and presenting quality programs for facility personnel, and
where such programs may be exchanged between skilled nursing facilities,
may strengthen interfacility relations. : ,

To note these positive effects of medical direction raises the issue of how

~ they, and others, can be promoted by the Federal government. It is sug-
gested that, although a compliance orientca"ipproach has proved somewhat
effective in fenerating such positive effects, these effects may be further en-
hanced andgndcd through the use of certain other incentives. One such
incentive may be a monetary award (such as higher reimbursements) to

facilities which d demonstrate additional positive effects as the result’ of hay-
ing 4 medical director. A second incentive may be allowing more flexibility
to the facility in the establishment of a medical direction plan, including’
purposes and goals at the facility level (as opposed to strictly meeting pre-
stated Federal objectives) which would be approved by an appropriate en-
forcement agency.

By encouraging the skilied nursing facility to shape the mcdicai director’s
role to meet its own needs, the skilled nursing facility personnel become ac-
tive participants in the development of a medical directorship which is ap-
propriate, albeit unique, and perhaps more economical. Such a suggestion
also involves the devclopment of a new role for surveyors and enforcing
agencies, many of whom have functioned in a consultative fashion in the
past, and leads logically to our second recommendation.
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Recommendation 2. It is recommended that surveyor training programs b¢
- developed to enable surveyors to consult with the facility on the develops

ment and xmplcmcmatmn of the medical directorship, and to evaluate its

effectiveness in tc.rms of the faq}éty s needs and capabxhum. |

Comment: The present study reveals, through its modcl idcntiﬁcation phase,
that considerable differences may exist between the documented arrange-

'} ment for providing medical direction and its functional (behavioral) mode.
These. differences may not be easily discernable. It may be assumed that

greater weight will be attributed by survcyors to the docurented model in
attempting to dctcmupc compliance with the-requirement. As stated in the
comment to the first recommendation, some flexibility on the part of the

. . facility to determinc its individual plan for medical direction (within cer-
- tain guidelines) may help to maximize the benefits of medical directipn.
However, the presence of such fiexibility can be expected to make more
difficult the determination that minithum requirements are satisfied and
suggest that specific training of surveyors is necessary. Such training might
well include a component to help the surveyor identify the functional medi-
cal direction mode and those individuals within the facility who are invalved -
in implementing medical direction. New. training would be required in order
to develop the capacity of surveyors to effectively consult with the skilled
nursing facility in pursuit of its particular plan for medical direction. Spe-
cific training for enforcing . agency. personnel would also be requiregd which
would enable such agencies to reconcile approvable facxhty-dcvciopcd medi-

cal direction plans to minimal compliance standards..

a

Lo

- Recommendation ‘3 Future policies pertaining to'medical direction should

. ‘recognize that medical direction is a tri-party role including the compasite
activities and role partitioning of the admmxstrator, director of nursing, and
the dcsxgnatcd medical director.

P
Comment: Both the survey and case study phases of this study indicate that
the director of nursing is a key actor in the performance’ of medical direc-:
tion. Several of the case studies also support the finding that the adminis-

- trator may be substantially involved, especially during the Crcamén of the

medical director’s role within the facility. Medical direction may be viewed

in ity functional state as the composite product of at least these three pcr-*'
sons, although the documented model may appear to require the sale per-
formance of a physician designated as medical director. The interrelated

roles of these three pcrsons should be identified and refined in order to gen-
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L]
erate the most effective partitioning of medical direction components. Rules,
regulations, training, ete. for administrator, d.{rcctorsf of nursing and medical
directors should be designed to promote their interrelated roles in providing
effective medical direction. : ' :

- Recommendation 4. This study recommends that the Condition of Partici-
pation on Medical Direction be modified in order to classify the “review”

and “coordination” activities of medical directors, and to distinguish the role
of the medical director from the role of the attending physicians in the fa-
" cility. -

%

Comment: One of the general findings of this re-earch is that physicians are
‘uncertain of the specific kind of perforriance which is expected of them as
medical directors. There appears to be considerable confusion of their roles
as ‘attending physician and as medical director within one skilled nursing
facility. _ v :
With respect of the “review"” functiot_ls of Anedical directors, some medi- _

- cal directors who were site-visited are uncertain abopt whether their role in-

cludes responsibility for a peer review mechanism. Language granting peer

review privileges and immunities to the medical director is not included in

the Condition of Participation, which farther confuses the question. Explicit

statements within the Condition of Participation are riccessary i order to

precisely define the medical directdt’s “review” function. Such statements
‘would limit the mtdi‘%:;{lddircctor’s potential liability, clarify insurance issues, .
and promote physician acceptance of medical directorships.
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Appendix A

Plan for data aggregation
and weighting. -

¢

' Dau aggngaﬁan and vrdghﬂng
~ The. ongma.l dwgn was a stratified probability design using dxspropomon- '

ate sampling. The design was stratified by State, with a 1:2 selection rate
for States having over 50 skilled nursing facilities {large States), and a 1:1

- selection rate for States having 50 or fewer skilled nursing facilities (small |
States). Thus not all members of the' population had an equal chance of.
- being inicluded in the samplc although all members of any one strata had

the same pmbabxhty of Inclusion; selection within “large States” was sys-

tematic, i.e., “psuedo-random.”* In dispropartionate sampling, the rates of

inclusion vary, as is the case far the two strata in our study, and these have
to be recognized when calculating populatioa estimates and their reliability.

~That is done by weighting when the data for each subgroup (or individual)

are multiplied by the reciprocal of its probability of being selected.*

In addition to the abové issue, a second one developed as the:response
rate fromi our initial mail survey was low. To mitigate the potential of non-
response bias, we conducted a telephone survey of all nonrespondents in

~small States and a subsample of half the nonrespondents from large States.

For the purpose of weighting our sample data to give population estimates, _
we conceptualized the mail responses as “respondents” and the telephone

- responsks as representative of “‘nonregpondents.” The basic premise of this

notion was that within each strata there were two subgroups of elements
(facilities) : those who would respond to a mail questionnaire (respondents)
and those who woulc& not (nonrespondents). Under this assumption, the
poulation consisted of two strata, each of which in turn consisted of two sub-.
groups. The following figure presents a schematic diagram of the popula-

~ tion where Ni represents the number of skilled numing facilities in cach

strata and Nas represents each sub group in the population.,

* Kish, Leslie, Survey Sampling, John Wiley and Sons, Inc., 1965, p. 118,
- *Fuller, Carol, “Weighting to Adjust for Survey Nonresponse”;, Public Opinian Quar-
tarly, Vol. 38, No. 2, pp. 239-246, Summer, 1974. :
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- Fieun 1. Strata and subqroups cmploycd in wﬂghﬂng

: Al states (N)

. |

Small states (N} Large states (N,)

Respppaents Nonrespondents  Respondents Nonrespondents
Ut (n'a) (N3 - () “

Estimates of population marginals, as seen in the tables, were done usmg
he Statistical Package for the Social Sciences® (SPSS) weighting proccdure
For this purposc weight factors were generated using the formula:

Num : : - +
—_— whcrc \ - : _
n n

Nu = thc total number (populatxon) of facxhtxcs in thc it subgroup of
. the h** strata and .

n'a = thc number of answered questionnaires (maﬁ or tclcphanc)\.frmn
the i** subgroup of the h*® strata. *

'I'hc process’ of calculatmg the weight factors dxscusscd above went as
fallows: : .

1. Total facilities in small Statcs in the _population = 417(N,)
2. “Total facilities in large States in the population = 6602(Ns)
3. Population of facilities = « - : 6623(N)
4

. Mail respondents from small States = 122 (n'11). As the sclection rate
was 1:1 for this subgroup, the number in the population for this sub-
group was also 122 (Nu); consequently the assigned weight factor

hCl'C E:.:EE%:}DOGO' ‘ (
' n’u 122 T

5. Telephone respondents (representing nonrespondents) from small States -
= 212 (n"11).The size of this subgroup in the population was calculated
as Ny — Nui = 417 — 122 = 295 (Nu:); the assigned weighted factor
here - Nis s 295 "

N
6. The number of questiannaires mailed tq facilities in large States was

2921 (after climinating ineligible facilities). Mail'respondents from large |
'Stata = 849 (n'n), or a 29.07 percent response rate from this strata. /

* Nie, Normsn, et al., Staxu:scd Package for the Social Sciences, Second Edmon, Mc-
Graw-il Book Co.,, 19?5 pp. 128-131,
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Multiplying this rate by N (the total number of facilities in large States)
gave us a working estimate of 1804 (Nu) facilities in the population for

" this subgroup in the second strata. The wcight factor for ﬂus subgroup
was calculated as

S N 1808 2.1249
- o n'n 849 ‘
7. Telephone respondents (representing nonmpbndcnts from large States)
== 992 (n'sz).The estimated population figure for this subgroup was cal-

culated as Nz — Niu == 6602 — 1804 = 4402 (Nn) ‘The assigned weight

factor here = N:f _ 4402 = 4.4375
nas - 992

8. The total number of facilities in the population (N} = Ni + Nus 4
~ Nn + Nu = 122 4 295 4 1804 + 4402 = 6623; our final sample -

‘m(n)wnn'f‘ﬂu—f“nnﬂLﬂn-—- 122+212+84‘9+992—-

2175.

Estimates of population means and standard errors for contmuousdata
were calculated using a modification of a formula from Kish,* whcne

Wi = Ni/N, where

Nu = the number of elements in the strata (4-17 and 6206), and

N ""thc populanon of facilities (6623)

Y= 3 W..Yx.,/wherc | .
i . . R 3
Y. =a wcxghtcd estimate of the populanon mean, and

Y. =a wcxghtvcd strata mean, where

Y= Rqu ﬁ- (1-Ra) Yz, where

R. = the percent of mailed questionnaires compictcd and returned (.2926
for small stafes and .2907 for large statcs) therefore

Yo = Wi¥, + WY,
| Thc standard error of Y« was calculated as thc square root of thc variance

. 3 2.2 S (1 —1
var(Y-w) = 2, Wu’[&bm(l — f“‘)_*'_ ‘) % “)} where

’
1 nhl / . nn
- ]

Sxi = the estimated population variance in thc i subgroup of the h*

strata, and " ‘ .
[ — o= 1= 22 ‘
Nu ‘

Standard errors of proportions for the discrete v.mablcs were calculated
-using the formula:

¢ Kiah, op. cif., pp. 556-557.
, o




Var (p,).:_- ; W {Rn(?m)(l"pu) (l—fu) -+ ‘ ‘._.

A= e — 1 T
o (1= Ra)*(pma) (1 —pws) (1 mfu)]:whem | \-;--
n’n""l | ' . »

pw = the weighted estimate of the proportion of.the total population hav-
ing a specific attribute (c.g., proﬁt Vs. non-proﬁt urban vs. rura,l,
etc.), and '

pm = the praportion havmg a specific attnbutc in the i** subgroup of the
h*® strata (estimated directly from sample results) .

" Vvar(pw) = standard error.
.
We remind the reader that the total numbcr of cases, i.e., those who an-
- swered a particular item plus ﬁ':osc who-did not (missing cases), equals the
population total of 6623; in some tables, N = 6624 due to an SPSS round-
. ing pmccdurc The “valid” number of cases, i.c., those-who answered a |
‘particular item, will equal 6623 (or 6624) only if every respondent an-
s}\gcrcd that item..In other words, we chose not to assume a similar distribu-
tion of missing respondents (no answer) to that of the actual responses
within any one subgroup for any one item. If we had used that assumption, .
. there would be np missing cases in the tables and the “valid” number of .
g cascs would always cqual 6623 (or 6624). -
Two kinds of tables do not show population statistics; e.g., means, prob-
g ability values, standard errors, for the following reasons: 1) It is statistically
not feasible to compute statistics of this sort for cross tabulations. The usual
approach here is to do the computations for each separate variable included
in the cross tab. Population statistics for individual variables making up a
cross tabulation are available upon, rcqucst 2) No statistics were computed
for tables with a large number of missing cases as we felt the computauons
would be too xmslcadmg in their potcntxal mlphcau.o*

“p” Values and Standard Errors : :
The “p” values calculated for the discrete variables are we:ghtad esti- - -
mates of the proportion of the total population having a specific attribute,
e.g., from Table 1, it is our estimate that 68 percent of the population of
skilled nursing facilities are of the for-profit kind.
© The stdndard error enables the reader to construct a confidence interval
around a populauon mean or a proportion using a reliability co-efficient
apprapriate to the desired level of confidence, e.g., 953 percent. A 95 percent
confidence mtcrval for example, is-an interval which has a probability of .95
of containing the true population mean ar proportion of the variable under
dxscussxon




Given our estimated “p” values and standard errors, we ¢an state thh 95
percent assuredness that our confidence intervals contain the true populatmn
propartion for each variable reported in our study. Below is an example of
thc procedure by which confidence intervals may be calculated:

. 1) Estimated propartion of for~proﬁt facilities in the population from our
- study = .683
2) S;andardcrmrm.OUQ N ‘
) 3) Confidence level = .95
- \ 4) Reliability coefficient = 1.96
-7 5) .009 X.1.96 (or about two standard dcvmtxons ina normally distrib-
uted population) = .0176&

'6) .683 +.01764 = 4;.683 — .01764- = .66536

7) The confidence intcrv for this attribute = .665 — .701 |

8) We can state with 95 percent confidence, that this confidence interval
‘contains the true populatjefi proportion for for-profit facilities. g

Iy .
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02 ... Profit No Suburban’ 1 57 57  thour - 0%  solo None .2 no '
o3 .. Profit of 33 Very Rural X 72 72 1 hour 25%  partnership  None 4 m 4 local physi-
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